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A CODE OF CONDUCT IN ETHICAL RELATIONS 
BETWEEN THE SHOE FITTER 
AND THE PRACTICING FOOT DOCTOR 


By G. E. MUSEBECK 
Chairman, Foot And Shoe Research Division — President, 
Foot-So-Port Shoe Company, Division of Musebeck Shoe Co. 


(Excerpts from a Special Information Report issued to all Foot-So-Port Shoe Dealers and Rep- 
resentatives of Musebeck Shoe Company throughout the U. S.) 


THE FOOT DOCTOR'S ATTITUDE “The Foot Doctor (The Chiropodist, The Podiatrist, 
The Orthopedic Surgeon, The Pediatrician) naturally desires to protect his professional pre- 
rogatives. He feels that it is his sole province to prescribe required shoes and shoe correc- 
tions for his patients. He resents the orthopedic shoe fabricators who make unwarranted 
claims for certain shoes as a panacea for all foot ills, etc. — or when store representatives 
make adjustments in shoes — or give the impression that once a person wears a certain 
shoe, he won't need doctors.” 


“Failure to concede this recognition creates strong opposition — and rightly so, — to 
shoes of questionable corrective qualities and to actions in the shoe store of making corrections 
which are not under his prescription or direction...” 


THE SHOE FITTER’S ATTITUDE “As you know, over the past 30 years, our company 
has amassed a tremendous amount of knowledge and experience in manufacturing techni- 
ques and in fulfilling the requirements for structural design in shoes to aid correct posture. 
Much of this work has been done in close cooperation with foot doctors, clinical groups and 
other research authorities. This has long been recognized and is why our special D. S. C. 
Prescription Shoes (to accept doctor corrections), our custom shoes, our occupational and 
. basic orthopedic shoes have become so widely accepted...” 


“In order to sell shoes in our specialized field it has been imperative that we convey the 
postural advantages of Foot-So-Port Shoes in our advertising and selling. Admittedly, this 
can tend to lead an orthopedic fabricator, such as ourselves, somewhat close to the fringe 
of a semi-professional activity...” 


RESOLVING THIS SITUATION “We believe that everyone in the foot and shoe fields 
should definitely face these facts once and for all. And, just as we desire the Doctors to 
learn and to tell the true facts about the kind of shoes we make — we should be duty 
bound to reciprocate by telling our customers with foot troubles to see a Foot Doctor...” 


Please See Other Side... 
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“No fitter can rightly claim that the simple wearing of a good orthopedic shoe, will 
remove excrescenses, any more than one can presume to give adequate foot corrections in 
place of a doctor...” 


“You can act as a powerful Ambassador of Good Will for The Foot Doctors throughout 
the nation in your capacity as a Foot-So-Port Shoe Dealer. It is you who are the ones, day in 
and day out, who see, meet and look at countless people with troubled feet who need the 
professional assistance and treatment of the Foot Specialist...” 


“You as a Foot-So-Port Dealer may rest assured, as the news of this movement in indus- 
trial support of their objectives becomes more intimately known and understood by the 
more than 7000 Chiropodists throughout the country, that you will naturally have their 
sincere appreciation for your ethical cooperation...” “Let us join together with good spirit 
and real interest in this truly worthwhile activity on the local level everywhere...” (End 
of Excerpts in Special Report to Foot-So-Port Dealers.) 


MORE THAN TWO THOUSAND CHIROPODISTS HAVE RESPONDED 


... To the Announcement of Industry Cooperation With Chiropody which appeared in dis- 
play space in the NAC JOURNAL for January. We in our organization deeply appreciate 
the interest they expressed in this program. It is suggested to those doctors who have not 
yet written for the material which was offered freely, without obligation, that they take 
advantage, now, of this program which is well on its way. 


PLEASE ACCEPT OUR CORDIAL INVITATION 


...To view an unusual exhibition featuring shoes and their fabrication as a mechanical 
adjunct in the treatment of various foot and postural conditions. This will be presented in 
Booths 24, 25 and 26 at the Chiropody Science Conclave at the Ambassador Hotel, Atlan- 
tic City, N. J. on April 25, 26, 27 and 28. It will display the new D.S.C. Special Prescrip- 
tion Shoe — A Reinforcing Process for Shoes — A Demonstration of the Latest Methods 
of Casting and Measuring for Custom Shoe Fabrication — A Representative Exhibit of Fun- 
damental Orthopedic Footwear — Surgeon’s Conductive Shoes — And Occupational Shoes. 


Please Send Your Requests for the Free Literature Previously Offered To 


GEORGE J. DEYO, D. S. C. 
Professional Relations Director 
FOOT AND SHOE RESEARCH DEPARTMENT 
Foot-So-Port Shoe Company 


Oconomowoc, Wisconsin 
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Castle No. 26 
Chiropodist Light with 
new “any-angle” lamp- 
head—for easier work 


swing it sidewise... 


New light 
turns everywhere 


«to make your work easier 


turn it up or down... 


No more wishing you could get better light 
from all angles of your work area—now you 
have it! 

You'll like the easy way Castle’s new lamp 
turns to the right, left, sidewise, around, up and 
down . . . to any position imaginable! 

Adjustment is easy because lamphead turns 
through 350°. And you get added positions of 
the lamp from the newly added 2-jointed link. eee 

This “‘any-angle” light is color-corrected for turn it around ... 
quick seeing and sure diagnosis. It illuminates 
a large field with just the right intensity. It has 
that glareless quality which reduces eyestrain 
and fatigue. 

See how this light will work in your office— 
phone the Castle dealer for a demonstration. 


Don’t wait. The sooner you call, the sooner you new Pong vt design gives you 
can have the benefits of this new light. 26 Light ny Seen 


LIGHTS AND STERILIZERS 
WILMOT CASTLE COMPANY : 1869 E. HENRIETTA RD. : ROCHESTER, N. Y. 
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FOOT BALANCE INLAYS 


are only completely 
successful 


when each case 


is individually studied, diagnosed 
and an inlay made to fit its 


special requirements 


The laboratory of 


CARL G. BERGMANN, D.S.C. 
5406 BROADWAY CHICAGO 40. ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 


“LIFE'S FOUNDATION — YOUR BABY'S FEET” is an out- 
standing and comprehensive booklet on the growth and care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Chiropodists have received a copy of this booklet and have 
ordered them in quantity. For those of you who have not ordered 
and for those who wish to reorder, please clip the order blank below 
} and mail with your check for your supply. 


WOMEN'S AUXILIARY 
NATIONAL ASSOCIATION OF CHIROPODISTS 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Please ship to me “Life's Foundation — Your Baby's Feet" in the quantity marked: 
4 100 copies $3.50 O P. P. Prepaid 
q 500 copies 16.00 O P. P. Prepaid 
1,000 copies 29.00 O P. P. Prepaid 
5,000 copies 136.00 oO Express Collect 
10,000 copies 250.00 oO Express Collect 


Check payable to Women's Auxiliary, NAC, in the +t of $. is enclosed. 


NAME 
STREET ADDRESS 
CITY and STATE 
SEE THE EXHIBIT AT YOUR REGION CONVENTION 
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STATE BOARD MEETINGS 4 
FOR EXAMINATION AND LICENSURE 7 


Alabama 
rhe Alabama Medical Board of Examiners. Board Secretary: Dr. Elizabeth P. Sealy, 34 South Perry 
Street, Montgomery, Ala. 5 


Arizona 

The Arizona State ri, of Chiropody Examiners. Board Secretary: Dr. Julius Citron, 313 W. McDowell 
Road, Phoenix, Arizo: 

California 

The California Board of Medical Examiners. Board Secretary: Louis E. Jones, M.D., 1020 N Street, 4 
Room 530, Sacramento, Calif. ¢ 


Delaware 
The State Board of Chiropody Examiners of Delaware will hold its next examination the second week of 
July. Board Secretary: Dr. Bertram H. Blum, 112 So. State St., Dover, Dela. 

District of Columbia 

rhe Board of Podiatry Kxaminers of the District of Columbia. Board Secretary: Dr. Harry L. Hoffman, 
1098 National Press Bidg., Washington, D. C j 


Florida : 
ihe next board meeting of the Florida State Board of Chiropody re Oo: will be held for examination F 
on June 8-10, 1957, in Miami, Fla. Board Secretary: Dr. Heywood A. Dawning, 203 Greenleaf Bldg., Jack- 
sonville, Fila. 


ry 
Pre Georgia State Board of Chiropody Examiners. Board President: Dr Charles W. Beasley, Jr., 1205 First 
— Bank Bidg., Atlanta, Ga. 
The next meeting of the Idaho State Board of Chiropody Examiners will be held for reciprocity and 
examination on July 9-10, 1957, at State Capital Bidg., Boise, Idaho. Board Secretary: Dr. Alma N. Miller, 
= Kane Bidg., Pocatello, Idaho. 


ows 
rhe Iowa State Chiropody Board of Examiners will conduct examinations at the ote Office Building in 
Des Moines, lowa, on June 10-12, 1957. Board Secretary: Dr. C. T. Howard, Lippert Bidg., Boone, Iowa. 
Illinois 

The next board meeti of the Illinois eibireoety Examining Committee will be held for reciprocity -— 
examination on June 17-19, 1957, at 160 No. LaSalle St., Chicago, Ill. Superintendent of Registration 
Fredric B. Seicke, Capitol Bidg., Springfield, I). 

Kansas 


Kansas Board of Podiatry Examiners will hold its next meeting for examination on June 5-6, 1957, 
at the University of Kansas Medical Center, Kansas City, Kansas. Board President: Dr. E. Krause 
1107 Williams St., Great Bend, Kansas, or menens Board of Podiatry Examiners, 872 New Brotherhood 
Bldg., Kansas City, Kansas. Board Sec Secretary: . Schmaus, M. D., 864 New Brotherhood Bidg., Kansas 
City, Kansas. 

Kentucky 
The Kentucky State Board of Chiropody meets on the third Saturday and Sunday of June and the first 
Saturday and Sunday of December each year. The December meeting is for re-examination only. 


Maine 

The Maine Board of Examiners in Chiropody and Podiatry. Board Secretary: Adam P. Leighton, Jr., M.D., 
192 State St., Portland, Maine; Podiatry Examiner: Dr. Ellsworth C. Reed, 547A Congress St., Portland, Me. 
Massachusetts 

‘The next board meeting of the Board of Registration in Chiropody-Podiatry will be held for reciprocity, 
conditionally, and examination, June and December, at the State House, Boston, Mass. Board Secretary: 
Dr. James F. Dunne, 428 South Street, Hyannis, Mass. 

Minne 


sota 3 

rhe Minnesota Board of Chiropody Examiners will ao its next meeting on June =. a at the Minnesota 3 
State Capitol in St. Paul, Minn. Board Secretary: W. Leibold, D.S.C., 221 Ha m Bidg., St. Paul 2, 4 
Minn. | 
Mississippi 
rhe Mississippi State Board of Health. Board Secretary: Dr. Felix J. Underwood, Old Capitol, Jackson, H 
Miss. i 
Missouri | 
rhe next board meeting of the Missouri State Board of Chiropody will be held for reciprocity ag | examina- { 
tion on June 16-17, 1957, at the Jefferson Building in Jefferson City, Mo. Board Secretary: Dr. L. A. Hansen, 4 
800 Professional Bidg., Kansas City, Mo. g 
Nevada 
The next board meeting of the Nevada State Chiropody Board will be held for examination on May 6, 1957 
* ne Chestnut Street, Reno, Nevada. Board Secretary: Dr. William A. Edwards, 150 Chestnut St., Reno, 

evada. 
New Hampshire 
rhe New Hampshire Board of Registration in Chiropody. Board Secretary: John S. Wheeler, M.D., 107 State é 
House, Concord, N. H. ‘ 
New Mexico 
The next board meeting of the New Mexico State Board of Chiropody will be held for reciprocity (upon , 
application) and examination on July 13-14, 1957, in Albuquerque, N. M. Board Secretary: Morris Haas, ‘ 
U.S. c., 1301 Central Ave., East, Albuquerque, N. M. 
North Carolina 3 
The North Cat rolina State Board of Chiropody Ps —— | will hold its next meeting for goctgeenity ons on d 
examination in June 1957 at Fayetteville, N. Board Secretary: Dr. Charles Darby, 7 
Statesville, N. ¥ 

orth Dakota 
The next board meeting of the North Dakota Board of Registration * Ciipepety will be held for weatosoctty 4 
and examination on April 21, 1957, at 611 First Ave., No., Fargo, No. Board Secretary: Dr. r 
Snuff, 611 First Ave., No., Fargo, No. Dak. 


Oklahoma 
The Oklahoma State Board of Chiropody. Board Secretary: Dr. Warren D. Long, 1217 No. Walker St., 
Oklahoma City, Okla. 


Island 
rhe next meeting of the Rhode Island Board Examiners in Chiropody will be held on April 10, 1957 at 
366 State s yt Building in Providence, R. I. Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, 


Temnessee 
The Tennessee Board of Registration in Chiropody. Boand Secretary: Dr. Arthur Richert, 3355 Poplar St., 
Memphis, Tenn. 


Texas 
The Texas State Board of Chiropody Examiners. Board Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple Texas. 


Utah 

‘The next board meeting of the Utah State Board of Chiropody Examiners will be held for examination 
in July 1957 at the State > in Salt ‘take City, Utah. Board Secretary: Dr. A. Bowden, First Security 
Bank Bidg., Provo, Utah. 

Washington 

next Seared meeting held for examination, July 1957, at U. of W. Medical School, Seattle, 
bay =” Board Secretary: . Dohm, Gen. Adm. Bidg., Olympia, Wash. 

est 


Medical —-_ * Board of West Virginia. Board Secretary: N. H. Dyer, M.D., State Office Building, 
Charleston, W. Va 


Wisconsin 
= next board meeting will Dv ¥ for examination July 9-10, 1957 at 231 W. Michigan Ave., Milwaukee, 
Board Secretary: Dr. . Trimborn, 208 E. Wisconsin "Ave. , Milwaukee 2, is. 


The Wyoming State Board of Registration in Chiropody will hold its a meeti for reciprocity and 
examination on June 21-22, 1957, at Capitol Bidg., Cheyenne, Wyomin Neard fecretary: "Dr. Duane 
NeuSchultz, P. O. Box 1 029, Torrington, Wyo. 


bar SP 
| 
ne, 
g 
‘ 
se 
— 


For 


Dry skin, after hydro- 
therapy 


Chronic eczema 


‘Softening calluses, 


corns, “horny” heel 
Soothing after electro- 
desiccation 


Shoe ‘“‘rub” or chafing 


Routine foot hygiene 
in diabetes 


Adhesive tape reac- 
tions 


Indolent ulcers 
Dry, chafed feet 


Burning, itching feet 


Try 
TASHAN 
CREAM 


You'll ltke it 
and so will the patient 


Tashan Cream soothes, softens, 
stimulates healing — contains 
vitamins A, D, E, and d-panthenol in 
a non-sensitizing, cosmetically 
pleasing, absorptive cream base. 

In tubes, 1 oz. 

Tashan Cream is compatible 

with most types of 

other medication indicated. 
TASHAN'™: Cream 


Hoffmann-La Roche Inc Nutley, New Jersey 


Please refer to J.N.A.C. Mar, 1957 when writing our advertisers A9 
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REGION THREE, N.A.C. 


CHIROPODY SCIENCE CONCLAVE 
8th Annual Postgraduate Conference 


Delaware, Maryland, New Jersey and Pennsylvania 
APRIL 25, 26, 27 and 28, 1957 


THE AMBASSADOR, ATLANTIC CITY, N. J. 


PROGRAM OF SCIENTIFIC FEATURES 
TRAUMATOTHERAPY—"Treatment of the Injured"—Joseph Doller, D.S.C., Chi- 


cago, Ill. An audience participation feature presenting descriptions and prac- 
tical demonstrations of various techniques in the uses of procaine and hydro- 
cortisone in traumatized tissues and of plaster of Paris casting and adhesive tape 
immobilization for injuries of the foot and ankle. 


TREATMENT OF DIGITAL AND PLANTAR SINUSES AND ULCERS—Paul A. 
Quintavalle, D.S.C., Collingswood, N. J. Evaluation of specific treatment 
methods for sinuses and ulcers and a demonstration of a new device for deter- 
mining the vascular supply of each toe. Color slide illustrations. 


NEW PADDING CONCEPTS IN CHIROPODY—David Brodie, D.S.C., Pittsburgh, 
Pa. Demonstration of development of new ideas in the simple office fabrication 
of removable pads for calcaneal spurs, bunions, hammer toes, digital helomata 
and various plantar excrescences. 


TRIED AND PROVEN PADS—Herbert M. Knowles, D.S.C., Cleveland, Ohio. A 
discussion and demonstration of several older types of pads practically unknown 
to our younger members but still a valuable and inseparable part of the arma- 
mentaria of many of our most successful older doctors of chiropody. 


USES OF FLEXIBLE PLASTIC MATERIALS FOR RESTORATION AND 
ACCOMMODATION—A. Darwin Conley, D.S.C., Tulsa, Oklahoma. A detailed 
demonstration and explanation of an original procedure in fabricating forefoot 
appliances, heel appliances and crests. A practical demonstration of the speaker's 
personal technique in preparing a contour or “LevyMould" type appliance 
and various other uses of flexible plastics in children's shoe therapy. 


THE CASE AGAINST SOCIALIZED MEDICINE—David B. Aliman, M.D., 
F.A.C.S., Atlantic City, N. J.—President-elect of the American Medical Asso- 
ciation. The chief executive of medicine's official national organization pre- 
senting a timely and informative discourse on a topic of vital interest to our 
professional future. 

INDIVIDUAL REMEDIAL PHYSICAL EXERCISE—Harry R. Fishman, B.Sc., 


Philadelphia, Pa. A colored slide presentation and description of new and 
original equipment developed for corrective foot exercises. 


Please refer to J.N.A.C. Mar. 1957 when writing our advertisers 
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REGION THREE, N.A.C. 


CHIROPODY SCIENCE CONCLAVE 
8th Annual Postgraduate Conference 


Delaware, Maryland, New Jersey and Pennsylvania 
APRIL 25, 26, 27 and 28, 1957 


THE AMBASSADOR, ATLANTIC CITY, N. J. 


PROGRAM OF SCIENTIFIC FEATURES (Continued) 


CYCLE OF CHIROPODICAL SURGERY— A surgical symposium presented by 
Region 3. Fellows and Associates of the American College of Foot Surgeons. 
Eight (8) speakers presenting a step-by-step description of surgical procedure 
for operable foot conditions from diagnosis to postoperative competition. A 
question and answer forum will follow. 


LIGAMENT RELAXATION IN THE FOOT AND ANKLE—George S. Hackett, 
M.D., F.A.C.S., Canton, O. Principles and procedure for successful diagnosis 
and injection treatment methods for conditions involving ligament disability, 
by a qualified authority on this subject. 


CHIROPODICAL GERIATRICS—Harold Stolzenberg, D.S.C., and H. Harvey 
Haber, D.S.C., Pittsburgh, Pa.—lllustrated discussion on the importance of 
chiropodical geriatrics in the rehabilitation of the aged. Film and slide 
illustrations depicting the necessity for use of modified methods and techniques 
adaptable to meet environmental and personal needs and deficiencies of 
aged patients. 

THE N.A.C. PLAN FOR INTERPROFESSIONAL CONFERENCE—Felton O. 
Gamble, D.S.C., Tucson, Ariz., President of the National Association of Chi- 
ropodists. Our own "Felt' returns to describe and explain a plan designed to 
attain wider acceptance of chiropody not only in hospitals but also among labor 
and industrial organizations and insurance groups. 


MANAGEMENT OF ORTHOPEDIC CASES(A), 

IMPROVED OFFICE TECHNIQUES IN CHIROPODICAL PRACTICE(B)— 
H. L. Collins, D.S.C., Columbus, O. Demonstration of original techniques 
developed in the regimen of several basic chiropodical problems by a recog- 
nized authority who has unusual ability in informatively describing what he so 
successfully practices. 


The preconvention annual scientific symposium of the American College of Foot 
Orthopedists will be held Wednesday afternoon, April 24, and Thursday morning, 
April 25, in Room 125 of the Ambassador. 


REGION 3, HIGHLIGHT SUPPLEMENTS 
yy Three Big Nights of Social Festivities including an "Entertainment Talent Con- 
test" with three valuable awards. Open to N.A:C. members, their wives and 
chiropody students registered at the Region 3 convention. 
vy Handicap Golf Tournament 
yy Special De Luxe Ladies’ Program 
yy CHIROPODY'S LARGEST AND MOST DIVERSIFIED TECHNICAL EXHIBITS 


Registration $10.00 (N.A.C. Members only). Mail check or money order to 
Dr. Arthur M. Schultz, Treas., Region 3, 5046 Jenkins Arcade, Pittsburgh 22, Pa. 


Please refer to ].N.A.C. Mar. 1957 when writing our advertisers All 


POWDER 
“AN OUNCE-AND-A-HALF OF PREVENTION” 


in superficial 
fungous infections 
of the feet, especially 


DERMATOMYCOSIS PEDIS 
(athlete’s foot) 


Reducing by more than 85% the incidence of infection 
in a controlled study of 5600 servicemen, Desenex 
Powder dramatically demonstrated its prophylactic 


efficacy. 


As continuous therapy 


reportedly gives best results, 


the following simple regimen is suggested: 


NIGHT 


DAY 


Available at all pharmacies as: 
POWDER Zincundecate: 

1% oz. shakers & 1 Ib. cans 
OINTMENT Zincundecate: 

1 oz. tubes & 1 Ib. jars 


SOLUTION Undecylenic Acid: 
2 oz. & pt. bottles 


DESENEX OINTMENT applied liberally to 
infected and surrounding areas each 
night before retiring. 


DESENEX POWDER applied each morning 
by dusting freely on feet (gently rub- 
bing in) and in shoes and socks. 


Cures the average moderate to severe 
case in from one to three weeks. 


Write for SAMPLES and literature 


MALTBIE LABORATORIES DIVISION 
atl WALLACE & TIERNAN INC. 
"25 MAIN ST., BELLEVILLE 9, NEW JERSEY. U.S.A 


Al2 
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DIAGNOSIS OF TRAUMATIC 


DISORDERS OF THE ANKLE THROUGH X-RAY* 


Tue ankle is probably one of the most often 
injured regions of the body. Of these in- 
juries, the so-called “sprain” is extremely 
prevalent, and patients suffering with ankle 
pain are constantly coming to the chiropo- 
dist or physician for treatment. The intent 
of the author is to bring out the various 
pathologies present in the traumatic disrup- 
tion of this joint, through the use of the 
x-ray. 

To begin with, the ankle joint is a diar- 
throdial joint of ginglymus type. The tibia, 
fibula, and body of the talus make up this 
joint, and it functions through the actions 
of flexion, extension, inversion, and ever- 
sion. The main ligaments responsible for 
holding this joint in position are the cal- 
caneal-fibular, anterior talofibular, poste- 
rior talofibular, and the deltoids. The most 
commonly injured ligament being the cal- 
caneal-fibular. The capsule around the 
joint is rather loose to permit much motion. 

In discussing a “sprain,” we must realize 
that a sprain is an actual pathologic disrup- 
tion of tendons or ligaments with minute 
hemorrhage. Therefore, many strains of 
ligaments or muscles cannot be considered 
sprains. 

When diagnosing a true sprained ankle 
or fracture the clinical findings determine 


DONALD M. SWANSON, D.S.C. 
New Britain, Conn. 


pathology, along with the x-ray. Among 
the positive clinical findings are limitation 
of motion, hemorrhage, edema, and tender- 
ness or pain. The history is also very im- 
portant; the force that was applied to the 
region and amount, and also the mecha- 
nism of this force. Whether the force was 
direct or indirect must also be elicited, di- 
rect force being something striking the joint 
directly, such as a bullet, or a kick to the 
area. Indirect force is the result of some 
occurrence, such as stepping on rough pave- 
ment with a resulting twist of the foot, giv- 
ing rise to a sprain of the ankle or a frac- 
turing of the bottom of the tibia or upper 
end of the fibula. Also a circulatory exami- 
nation is necessary on the injured part and 
a comparative examination of the opposite 
uninjured part. A neurological examina- 
tion is also important, especially if contu- 
sion of a nerve or nerves is suspected. 

In viewing radiographs of the ankle one 
must remember the ossification dates of 
both the lower end of the tibia and fibula, 
which are as follows: The lower end of the 
tibia appears in the first to second year and 
fuses in the eighteenth year. The lower 
end of the fibula appears in the second year 
and fuses in the eighteenth to twentieth 
year. Occasionally a second center appears 


*First Award Winner A.S.C.R. Annual Theses, Chiropody Students. 


Temple University, School of Chiropody, 1956. 


Vol. 47, No. 3, THE Journat of the NATIONAL 
AssociaTion of Cuiropopists, MARCH, 1957 


109 


for the tip of the medial malleolus. 

The lower tibial epiphyseal cartilage has 
a slight sinuous curve, viewed in the antero- 
posterior position, and this explains the 
double outline it frequently presents in the 
lateral view. At times also a double outline 
is seen in the anteroposterior view in the 
medial half of the cartilage. This is due to 
a similar anteroposterior curve in the carti- 
laginous plane. These appearances must 
not be mistaken for fractures. 

Any break in and around the ankle joint 
may result in a malfunctioning foot because 
the ankle joint is a primary weight-bearing 
joint. 

The following is Dickson’s classification 
of ankle fractures. 

A. Fractures of Malleoli 


1. Isolated 
a. medial malleolus 


b. lateral malleolus 
2. Combined 
a. low fractures of both malleoli 
with no talar displacement. 
b. fractures of both malleoli with 
displacement of the talus 
(Pott’s Fracture) . 


B. Fractures of weight-bearing surfaces 
of tibia. 
1. Isolated 
a. fractures of anterior margin of 
tibia. 
b. fractures of posterior margin of 
tibia. 
2. Combined 
a. fractures of anterior and pos- 
terior margins of tibia together 
with fractures of both malleoli. 
Tri-malleolar or Cotton’s frac- 
ture. 


Destot was the first to give the descriptive 
term “posterior malleolus” to the posterior 
articular margin of the concave surface of 
the tibia. Lewin believes the posterior mal- 
leolus to be fractured more frequently than 
is generally supposed. Henderson has sug- 
gested that the term “tri-malleolar” be 
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given properly to describe a combined frac- 
ture of both malleoli, posterior malleolus, 
and displacement laterally of the talus. 


Fractures of the Medial Malleolus — 
simple isolated fractures of the medial mal- 
leolus are commonly found in children fol- 
lowing a fall or jump from even slight ele- 
vations. The most common site is the tip 
of the distal end of the medial malleolus. 
In roentgenograms the fragment may be 
seen to vary in size from that of a small pea 
to the entire medial malleolus. 

Fractures of the Lateral Malleolus — an 
isolated fracture of the lateral malleolus 
may occur as a result of a severe fall with 
extreme eversion. The talus may be thrust 
against the fibula and the extent of the 
break is proportional to the amount of 
stress exerted upon it. The common pic- 
ture is that of a chip fracture of the distal 
end of the lateral malleolus associated with 
painful ankle sprains. Many times this par- 
ticular fracture is missed due to not taking 
an x-ray. This alone points to the fact that 
all ankle sprains should have the benefit of 
x-ray diagnosis. A lateral view will usually 
pick up this type of fracture. 

Severe falls with torsion and trauma of- 
ten result in fractures of both malleoli 
without talar displacement. “Pott’s Frac- 
ture” is quite often a result also, wherein 
there is a fracture of the distal end of the 
fibula and usually a break of the medial 
malleolus. “Pott’s Fracture” is often mis- 
diagnosed as a severe ankle sprain. In this 
condition there is a history of severe ever- 
sion of the foot, peroneal spasm follows 
and the talus is thrust toward the lateral 
malleolus which breaks at its vulnerable 
point near the ankle joint. The talus is 
thrust outward and posteriorly, with dorsi- 
flexion limited. There is severe pain over 
the fractured fibula and the patient may 
not be able to stand erect. The fracture of 
the fibula is usually from one and one-half 
inches to two inches above the tip. Skinner 
claims that the normal weight-bearing line 
of the tibia, which is transferred to the foot 
proper through the talus, must be main- 
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tained if a functionally useful ankle is to 
be the desired result. 

Fractures of the anterior margin of the 
distal end of the tibia are ordinarily brought 
about when the individual slips on a curb, 
stair, or ladder. The foot slides off and is 
thrust upward and the force is transmitted 
to the talus and then to the tibia. A frac- 
ture of the posterior malleolus is brought 
about by a thrust of the talus on the pos- 
terior margin of the tibia. Usually the heel 
is caught on the end rung of a ladder or 
chair. The foot is hyperextended and the 
fractured posterior tibial fragment and 
talus are thrust upward and posteriorly. 

Bonnin classifies ankle injuries as follows: 
External rotation violence 
Abduction violence 
Adduction violence 
Compression 
Supra-malleolar fractures 


Direct violence 


Note: The above information was compiled from 
“Roentgen Foot Diagnosis” which was writ- 
ten by Milton R. Lewis, M.D. The follow- 
ing condensation was compiled from “A 
Textbook of X-ray Diagnosis” by British 
Authors. In the latter the classification by 
Ashhurst was considered customary, there- 
fore I have included both in this paper. 

Ashhurst’s classification is based on the 


mode of production. It includes: 
1. External rotation fracture (61%) 
2. Abduction fracture (21%) 
3. Adduction fracture (13%) 
4 


Compression fracture and atypical 
forms (5%) 


These fractures may be subdivided ac- 
cording to their severity into three grades. 
1. First degree—fracture of one malleo- 
lus, no displacement. 
2. Second degree—fracture of two mal- 
leoli, with or without subluxation. 
3. Third degree—fracture of three mal- 
leoli, with subluxation or dislocation. 


A diastasis of the inferior joint between 
the tibia and fibula is not easily recognized. 
It is a very common condition in abduction 
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and external rotation fractures; it may be 
found with or without a detached fragment 
of the tibial margin on the lateral side; the 
presence of this fragment makes the diag- 
nosis complete. If the fibula is fractured 
above the inferior tibiofibular joint with- 
out marked displacement, and the space 
between the medial malleolus and the talus 
is increased, or the medial malleolus is dis- 
placed outwards, then the ligament between 
the tibia and fibula is ruptured. An increase 
in the width of the space between the 
medial malleolus and the talus is evidence 
of a minor subluxation of the latter. 

In an external rotation fracture the break 
in the fibula is oblique or spiral; runs 
obliquely upwards from the medial to the 
lateral side and from before backwards. 
The fracture line is often invisible in the 
anteroposterior view. 

A fracture of the medial malleolus occurs 
at its base or a flake of bone is detached 
from the tip by ligamentous avulsion. If 
the ligament is intact and the talus is sub- 
luxated laterally, the medial malleolus 
follows this displacement. If the ligament 
is torn, then a displacement of the talus 
increases the gap between the malleolus 
and the talus. A fracture of the posterior 
part of the articular surface of the tibia 
may occur with or without dislocation of 
the talus. This fracture may be missed if 
the displacement is slight; the fracture line 
may be hidden by the fibula. There is sel- 
dom wide separation of the fragments. The 
latter is usually displaced upwards one- 
eighth of an inch leaving a step on the 
tibial articular surface. This displacement 
is difficult to reduce and reduction is seldom 
maintained. This is an important feature 
as it predisposes to osteoarthritis of the 
joint. 

In an abduction fracture the fracture 
lines are transverse, the medial malleolus 
breaks at its base and the fibula may be 
fractured at the same level or several inches 
above the tip of the bone. In more severe 
injuries a small fragment may be detached 
from the lateral edge of the tibia. 


In adduction fractures the fibula may 
break transversely at or below the level of 
the joint. The external ligaments often 
tear off small flakes of bone from the tip. 
The fracture of the medial malleolus is 
vertical or oblique. 

Considering compression fracture and 
atypical forms, a severe upward and for- 
ward thrust on the calcaneus may cause a 
forward subluxation of the talus and a 
vertical fracture of the anterior margin of 
the tibia. In some severe injuries both 
malleoli are also fractured. The lesion is 
then the reverse of the third degree pos- 
terior fracture dislocation. This is the 
least common of the group of fracture dis- 
locations. 

Epiphyseal injuries to children are due 
to the same forces and are similar to adult 
fractures. The epiphyseal line is widened 
on the side of the injury, due to tilting of 
the epiphysis, and a fragment of variable 
size is split off the metaphysis on the oppo- 
site border. Some important injuries are 
not conspicuous and may be difficult to 
detect. They are due to a thrust which 
splits the epiphysis and ultimately causes 
premature central closure of the epiphyseal 
line. This arrests tibial development while 
the fibula grows normally. The end result 
is some degree of talipes varus. Rupture of 
the interosseous ligament may cause the for- 
mation of an irregular deposit of calcium 
in the ligament. 

Dislocation without fracture is a very 
rare event. Approximately twenty cases 
have been described in the literature. A 
temporary subluxation at the time of injury 
with a normal x-ray appearance is quite 
common. The subluxation may be repro- 
duced when strain is exerted on the appro- 
priate ligaments. Upon examination the 
sound ankle should be x-rayed under com- 
parable conditions, and the examiner must 
endeavor to exert the same strain on both 
sides. A small proportion of normal indi- 
viduals show hyper-mobility of the ankle 
joint. The normal tilt of the upper surface 
of the talus seldom measures more than five 
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degrees. It should also be noted that dia- 
stasis of the tibial-fibular joint will not be 
demonstrated unless the leg is rotated 
medially so as to bring the fibula forwards 
into profile. 

Irving Yale, D.S.C., in his book presents 
dislocations in somewhat more detail. The 
lesion is the result of severe forceful trauma 
and is characterized by malalignment of 
the bones making up a joint with damage 
to the periarticular structures. Congenital 
dislocations may be of unknown etiology or 
occur as a result of malposition in utero, 
improper joint development, or destruction 
of the opposing articular surfaces. The 
most common type of dislocation is caused 
by trauma, especially when the articular 
surfaces are shallow and the muscles and 
ligaments are lax. Adult males are more 
prone to this type of dislocation because of 
their great activity. Indirect violence, mus- 
cular pull and severe joint infection are the 
usual exciting factors. 

Generally speaking dislocations present 
the following pathology in the acute stages: 
The ligaments are torn; muscles torn, 
stretched, or subluxated; tendons are 
stretched, torn, or caught around dislocated 
bone margins; blood vessels and nerves are 
contused or torn; articular cartilage may be 
torn, fragmented, or bruised; bony promi- 
nences are often fractured; articular cavity 
and periarticular tissues are edematous and 
contused. However, in the ankle, 'the cap- 
sule is very rarely disrupted. This is because 
there is very little capsule anywhere but 
posteriorly, and here it is somewhat pro- 
tected by the strong tendo-achilles. 

In an old unreduced dislocation the fol- 
lowing may be seen on the x-ray. The 
articular cavity is filled with fibrous tissue 
which very often develops calcareous de- 
generation. The cartilaginous surface of 
the bone or bones degenerates and becomes 
buried in dense adhesions resulting in ar- 
thritis. Consequently the muscles adapt 
themselves to the joint changes by becom- 
ing shortened according to Davis's Law. 
Then tendons may acquire new attach- 
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ments. Also arthritic changes are manifest 
in the form of chondromatoses, lipping 
osteophytes, exostoses, limitation of func- 
tions and crepitus. 

In moderate or severe cases of ankle 
sprain the signs and symptoms may be 
practically identical with those of a fracture 
of the lateral malleolus without displace- 
ment, or of a sprain fracture with avulsion 
of the tip of the malleolus. Therefore it 
is necessary to x-ray every sprain, especially 
when pain and tenderness are over the 
lateral malleolus. Occasionally fractures of 
the lateral malleolus are not visible in the 
ordinary anteroposterior and lateral views, 
and an oblique view of the malleolus is 
necessary to show the fracture. 

In the differential diagnosis of a sprain 
and a fracture the foot can be pressed di- 
dectly upward against the articular surface 
of the tibia with no pain in a sprain. While 
in the presence of a fracture the maneuver 
usually causes pain at the site of the frac- 
ture. 

On account of the mechanical efficiency 
of the mortise in which the talus is held 
and the strength of the ligaments around 
the joint, which in the average individual 
tend to be stronger than the malleoli, true 
traumatic dislocation of the ankle without 
fracture is an extremely rare lesion, accord- 
ing to Key and Conwell. However, some- 
times they do occur and the most common 
is the posterior dislocation, the next is the 
anterior dislocation, and the most rare is 
the dislocation upward. In a posterior dis- 
location there is usually fracture of one or 
both malleoli and of the posterior margin 
of the tibia. However, in very rare instances 
the ligaments may be torn and the bones 
may remain intact, the malleoli being 
slightly spread as the talus is forced back 
between them. With a complete posterior 
dislocation the abnormal relation of the 
foot to the bones of the leg can be seen at 
a glance, and the diagnosis should present 
no great difficulty. 


Anterior dislocations are very rare and 
are almost always accompanied by a frac- 
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ture of the anterior margin of the articular 
surface of the tibia. Also one or both mal- 
leoli may be fractured. 


In a compression injury which causes 
diastasis at the inferior tibiofibular joint 
just the talus may be pushed upward be- 
tween the bones of the leg. This is a rare 
lesion and when it occurs there is usually 
considerable comminution of the lower end 
of the tibia and also fracture of the fibula. 
The lesion can be diagnosed by the abnor- 
mal broadening of the malleoli and by the 
approximation of the heel to one or both 
malleoli. Treatment in this case is immedi- 
ate reduction under an anesthetic. 


“Pott’s Fracture” is the classical fracture 
at the ankle joint, and is a fracture of the 
lower end of the fibula with a tear of the 
distal tibiofibular and the medial ligaments 
of the ankle and a displacement of the foot 
laterally into valgus. The most important 
feature of fractures at the ankle joint is’ 
the amount of injury to the ligaments and 
soft tissue, and the amount of disorganiza- 
tion of the joint. The treatment, the con- 
valescent period, and the final prognosis 
depend largely on these factors, according 
to Howorth. 

Upon taking x-rays of a sprain, particular 
attention must be given regarding a widened 
mortise of the ankle joint, because if un- 
corrected it will give rise to a permanently 
weakened ankle. Any chip fractures pres- 
ent will definitely lengthen the period of 
disability. An oblique view of the ankle 
should be taken along with the antero- 
posterior and lateral, especially if clinical 
evidence points toward a fracture and if the 
anteroposterior and lateral views are nega- 
tive. 

A simple sprain occurs when only the soft 
structures, especially the ligaments, are 
torn. Often complications occur when a 
torn ligament pulls some periosteum or 
cortex away from the bone to which it 
attaches. Subsequent hemorrhage and later 
degenerative changes may result in a post- 
traumatic arthritis or inert subperiosteal 
calcification. Paralysis and distinct pain 
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may occur with nerve injury at the site of 
sprain. The affected structures are painful, 
discolored, and limited in function. 

The radiograph presents uncomplicated 
simple fractures of the lower one-third of 
the fibula. Many cases of displaced distal 
fibula epiphyses have been seen with sprains 
in youngsters before union and complete 
ossification. Cortical tears on the lateral 
malleolus also are common findings on 
the x-ray. A tear of the apophyses at the 
base of the fifth metatarsal is also commonly 
found in the sprained ankle and must be 
differentiated from an os vesalianum. Cor- 
tical tears and inert post-traumatic sub- 
periosteal calcifications are commonly seen 
with severe sprain on the roentgenogram. 
Abnormal widening of the ankle mortise is 
common in sprains with fractures and tibio- 
fibular diastasis. 

Upon viewing the x-ray films the follow- 
ing questions should be answered: 

Is the distance between the malleoli 
broadened? 

Is the talus in its normal position? 
Is the lateral malleolus pushed back- 
ward? 

Is either malleolus displaced upward? 
Is the contour of the lower end of tibia 
normal? 

Is diastasis of the ankle present? 


Radiographs of both the ankle and foot 
are necessary in most ankle sprains, be- 
cause in a sprain fracture of the lateral 
malleolus sometimes the base of the fifth 
metatarsal is also fractured. The fifth meta- 
tarsal fracture is also usually painless. Very 
often the anterior process on the dorsal 
surface of the calcaneus is chipped, occur- 
ring with the sprained ankle. 

Due to the increasing number of people 
who ski every winter in the northern half 
of the country it is interesting to read 
statistics compiled on lower extremity in- 
juries, especially the ankle. The injuries 
to the lower extremities far outnumber up- 
per extremity and trunk injuries. The rea- 
son is obvious. In the article “Ski Injuries” 
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by Morrison and Coughlin in the “Ameri- 
can Journal of Surgery,” the authors had 
occasion to see 226 patients during three 
seasons. Of the 226 patients there were 
152 males and 74 females, a slightly higher 
ratio than might be found elsewhere be- 
cause of the fact that a men’s college was 
located in the vicinity. The age incidence 
varied from seven to fifty-five. The 226 
patients sustained a total of 254 injuries, 
broken down into 124 fractures and dislo- 
cations, 116 sprains, and miscellaneous in- 
juries of various sorts totaling fourteen. 
There were 97 fractures and dislocations in 
the lower extremities. Fractures of the 
lateral malleolus by all odds outnumbered 
all the other injuries, there being 52 of the 
total 97 fractures and dislocations of the 
lower extremities; or, on a percentage basis 
of the total number of injuries, approxi- 
mately 21% consisted of fractures of the 
lateral malleolus. Spiral fractures of the 
tibia and fibula were also surprisingly high, 
there being 18 in a series of 254 injuries. 
There was one fracture of the medial mal- 
leolus alone, and one avulsion fracture of 
the anterior portion of the talus. There 
was one compound dislocation of the ankle 
associated with a fracture of the fibula in 
the lower third of the shaft. One patient 
had complete compounding of the medial 
malleolus with no fracture of the tibia. 
This latter patient was treated with im- 
mediate debridement and reduction with 
primary closure. The patient made a com- 
pletely uneventful recovery and has skied 
for two successive seasons since the injury. 
There were 49 simple sprains of the ankle, 
all involving the lateral ligaments of the 
ankle joint. The combination of tear of the 
medial ligaments of the knee and sprain of 
the ankle was of frequent occurrence. 
The most frequent injury, as previously 
mentioned, was fracture of the lateral mal- 
leolus. In the present technique of parallel 
skiing with a fixed binding, incorporating 
the ski, binding, and shoe as one integral 
unit, it is quite obvious that a twisting in- 
jury will result in stress thrown on the area 
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immediately at the top of the boot which 
is usually the area of the lateral malleolus. 
Fractures of the lateral malleolus all fol- 
lowed an almost indentical pattern and 
x-rays could practically be superimposed 
one upon the other. In only three of the 
52 cases was any widening of joint mortise 
demonstrable either clinically or by x-ray, 
and in only one was there a mild degree of 
posterior dislocation of the talus. Uncom- 
plicated fracture of the lateral malleolus 
was the most common injury sustained by 
beginners. It is interesting to note that of 
a total of 52 fractures of the lateral malleo- 
lus 8 were received while going uphill 
usually on the ski tow. The reason for this 
is that the novice naturally wants to ride up 
the hill right away. He grabs the rope and 
with a lurch he is pulled up the slope, the 
skis cross and the total statistics of frac- 
tures of the lateral malleolus is increased 
by one. The combination of a fixed ski 
binding plus an inexperienced skier, es- 
pecially in falling, causes a torsional mech- 
anism directly at the top of the boot with 
a resulting oblique fracture of the fibula 


just above the level of the ski boot itself. 


Fractures of the lateral malleolus were 
evaluated very carefully by the authors to 
make sure there was no diastasis of the joint 
mortise and no severe tear of the intrinsic 
ligaments of the ankle joint. If the authors 
were convinced that there was no major 
tear and that there was no widening of the 
mortise, ethyl chloride spray followed with 
early ambulation permitted within the 
limits of pain. In a rather large group, con- 
sisting of about 25 over a period of three 
years, a follow-up check was made. In all 
of the patients weight-bearing was com- 
plete within the first ten days following 
injury, and disability was practically zero 
within two weeks. Intensive physiotherapy 
in the form of whirlpools and massage was 
instituted on the day following injury and 
daily thereafter until the soft tissues had 
returned to an appearance of normal. If 
there was any suggestion of pain on weight- 
bearing after the ethyl chloride spray, no 
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weight-bearing was permitted until the 
situation was further evaluated after twenty- 
four hours. In no case which was followed 
up for more than two years was any ten- 
dency toward reoccurrence of ankle insta- 
bility or any other disability present. If 
there was any suggestion of widening of the 
mortise or of any major tear of the in- 
trinsic ligaments of the ankle joint, plaster 
of Paris immobilization was carried out 
with weight-bearing being allowed at the 
end of one week by means of a walking heel 
incorporated in the cast. Immobilization 
was continued for a minimum of three and 
a maximum of six weeks following this 
therapy. Morrison and Coughlin stress the 
point that early ambulation is not advo- 
cated as a general rule for fractures of the 
lateral malleolus, and should never be used 
in the hands of the inexperienced. It is 
only allowed’in the occasional case in which 
the injury can be very carefully evaluated 
and followed up with the utmost care. 

It is interesting to note that of the total 
226 patients, not one was wearing “safety 
bindings.” It would seem that more uni- 
versal use of the binding would minimize 
the incidence of fractures of the lower ex- 
tremities, particularly of the ankle, as well 
as sprains of the lateral ligaments. 

In closing, we must remember to always 
take an x-ray of sprained ankles immedi- 
ately. Be extremely careful in reading the 
films; you must differentiate any and all 
possibilities. A missed fracture may eventu- 
ally lead to arthritic deformity and insta- 
bility. This should not be, and need not be, 
if practitioners use the x-ray properly and 
evaluate their findings correctly. 


55 West Main St. 


Released for publication by V. A. Jablon, 
D.S.C., F.A.S.C.R., Publications Chairman, 
AS.C.R. 
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“Here is my creed: I believe in one God, the Creator of the universe. That 
He governs it by His providence. That He ought to be worshipped. That the 
most acceptable service we render to Him is doing good to His other children.” 
(Letter to President Styles of Yale College) . 
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PODOGERIATRICS 
BERNARD E. FRIEDMAN, Pod. D.* 
MICHAEL L. SABIA, Pod. D.t 
Stamford, Conn. 


THE LARGEST growing segment of the pop- Senior Citizens, Golden Age, Over 60 
ulation today are individuals 65 years and Clubs and by many other designations. 
over. There are now over 14 million of | They are receptive audiences for our mes- 
these people owning their own homes, liv- sage. They are often found in family or 
ing with family or friends or in institutions. group work agencies, or in groups spon- 
If we include those over 40 who are now _ sored by religious and secular institutions. 
beginning to think of their respective fu- However, before we spread the gospel for 
tures, we have 53 million persons. What _ the care of the aged we must be reasonably 
is happening to all these people who are _ weil informed ourselves. Practitioners may 
living to be old? Are they merely having obtain releases and reports such as “Aging” 
years added to their lives or are these years from the U. S. Department of Health, Edu- 
worth living? cation, and Welfare, and periodic releases 
The greatest challenge before the medi- from Superintendent of Documents, Wash- 
cal profession today is the related problems ington 25, D.C. The A. M. A.’s “Journal 
of senescence, and of premature senility or of Geriatrics,” magazines and textbooks of 
of disablement from chronic, progressive social literature are readily available. 
and degenerative disorders. As members Who are the aged? Although the figure 
of the healing arts, we, too, must accept “65 and over” is utilized, we know only 
the challenge and many of our outstanding too well that a better criteria would be 
men have proven their worth in this area one’s physiological age. A number alone 


of thought by contributing meaningful sys- does not give us a true picture of an indi- 
tems of therapy to meet this category's vidual’s physical and mental status. Age 
need. Now we must take the next step alone is not a problem. It is the accom- 
and thoroughly acquaint ourselves with panying situations that create limitations. 
this subject so that we may take our place ‘These are physical, mental, and economic. 


along with many professions already iden- In our offices every day, we meet con- 
tified as being concerned with the aged. ditions not rare and atypical, that too 

The lay, as well as the communication often we by-pass. We must take an inven- 
media of the professions, have orientated tory of our procedures and re-evaluate our 
the thinking of many Americans. Nobody _ services. We have a big part in this rehabili- - 
is by-passed and, therefore, we must present tative program. Frequently we can offer 
to the public our part in this comprehen- positive means to obtain an alleviation of 
sive nationwide service. We feel we are a complaint or conclude a successful result. 
already doing much in rehabilitating the | However, since there is no single approach, 
aged, but the time to proclaim our specific | we must explore all that is known and go 
program is now! on from there. 

Our national organization might initiate The exact moment at which aging proc- 
such a program, but its success in the long ess sets in is unknown. Some authorities 
run will be dependent on grass roots re- go so far as to state that it begins at birth, 
sponse. Today we find in all parts of the _ since throughout the life of the individual 
United States groups calling themselves there is a constant dynamic balance be: 


P tween regenerative and degenerative forces. 
Faculty N. Y. College of Podiatry 


tConnecticut Society for Gerontology 
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It is apparent that after adolescence, there - 
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begins certain recognizable changes of a 
regressive nature. 

Many authorities have listed as acceler- 
ating factors of the normal aging process 
a number of specific and non-specific causes 
which tend to increase wear and tear on 
the organism as a whole or an individual 
tissue. These include infectious diseases; 
intoxications of various kinds, whether in- 
troduced from the outside or arising within 
the body; nutritional deficiencies; defi- 
ciency or excess of hormone production; 
pathological changes of any type; and 
trauma, whether physical or mental, which 
may be considered as stress. It is not likely 
that any one remedy can be found which 
will produce a true anti-aging effect, 
(shades of Faust) since the causes of aging 
are numerous. 

It bears reiterating that chiropodists are 
constantly meeting conditions in their of- 
fices and should be doing something to 
prevent the development of these harmful 
negative factors and, when possible, elimi- 
nate them as they appear. We have made 
an effort to review our basic fundamentals 
so that we might truly understand the 
functional and structural changes accom- 
panying old age. Following this we have 
re-examined our diagnostic workup so that 
we might detect an early functional or 
organic impairment. 

We do not tell our middle age or older 
patients what we are doing when we search 
for early signs of deterioration. However, 
we initiate this measure as our obligation 
to the patient. It is most satisfying to 
contribute to a patient's life span by elimi- 
nating or lessening the ills of his system. 

It is a standard operating procedure to 
inform our patient’s family doctor of our 
findings and tell him about our thinking 
in this area of therapy. We have dis- 
covered that what a family physician might 
consider a trifling matter is of great im- 
portance to the patient and by making him 
a happier individual we earn his deepest 
gratitude, 
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We do not consider physical medicine as 
only an adjunct in our treatment, but often 
the specific therapy, and thus we must be 
constantly alert to conditions existing in 
patients over 50. We remember that often 
metabolism is slower, that healing has a 
tendency to be delayed, and that there may 
be trophic skin changes. The older patient 
is relatively intolerant of heat and cold and 
has a tendency to the development of con- 
tractures and muscular weaknesses. The 
chief physical measures we employ are heat, 
low voltage therapy, ultrasound massage 
and therapeutic exercises. 

There are many roads this area of 
therapy will lead us, but it is impossible 
to cover the many facets in one paper. We 
hope to relay other observations and report 
on future concepts now being explored at 
a later date. 

Our chief motive is to arouse interest in 
this field and to hope that, like other divi- 
sions of our practice which have resulted 
in specific organizations, perhaps a group 
of chiropodists will develop a podogeriatric 
society so that all thinking will be crys- 
tallized in one movement. 

Our last statement is that science cannot 
agree that we have reached the limit of 
what can be done to influence or retard 
senescence. We will shoulder our share of 
this most satisfying aspect of our profession. 


172 Dannell Dr. 
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CHIROPODICAL EDUCATION IN HOSPITALS 


THis PAPER is concerned with the educa- 
tion of student nurses and the instruction 
of interns and residents in some knowledge 
of chiropody and the field it covers. All 
the material and work described is being 
carried out at the Sacred Heart Hospital 
of Allentown, Pennsylvania. 

The above-mentioned hospital is a gen- 
eral hospital of five (500) hundred beds 
and is conducted by the Missionary Sisters 
of the Most Sacred Heart of Jesus. It is 
accredited by the Joint Commission on Ac- 
creditation of Hospitals and by the Council 
on Medical Education and Hospitals of the 
American Medical Association for training 
programs of interns and residents and medi- 
cal technologists. 

Nine years ago the Director of the Out- 
patient Metabolic Department approached 
us on the care and treatment of the feet 
of diabetics. This was the beginning of a 
nucleus that mushroomed into a Chiropodi- 
cal Department. At the end of the hospital 
fiscal year a report was submitted showing 
how many patients were treated, how many 
hospital days and beds were saved by keep- 
ing the diabetics ambulatory, and finally 
how much money was saved by the insti- 
tution on indigent patients treated in the 
Clinic. At the same time a request for 
chiropody equipment was made, since we 
were working on an EENT chair and im- 
provising every piece of equipment; in fact 
the chiropodist brought his own instru- 
ments, 

After the medical board reviewed the 
report they approved the purchase of 
equipment to completely furnish the 
Chiropody Clinic. All modalities were 


*Director of Chiropody Department, Sacred Heart 
Hospital 
tAssociate of Chiropody Department 


ASSOCIATION of CHIROPODISTS, MARCH, 1957 


J. R. DOUGHERTY, D.S.C., F.A.C.F.C.* 
JOHN W. LUX, D.S.C.+ 
Allentown, Pa. 


available in the Department of Physical 
Medicine. 

There was such a demand for chiropodi- 
cal care by non-diabetics that a year later 
a General Chiropody Clinic was established. 
This clinic is held once a week, on a 
Wednesday, while the Diabetic Foot Clinic 
is held on a Thursday. 

At this hospital, as in every other insti- 
tution that has a student nurses’ training 
program, the students are rotated into every 
department of the plant. Hence, every 
four weeks we obtained a group of four 
students who could ask questions and ob- 
serve the work of the chiropodist. The 
Nursing School Faculty was then advised 
and oriented on the possibility of adding 
a chiropodist to the faculty in order to 
provide some knowledge of chiropody and 
training in chiropodical nursing. 

This was accepted and beginning with 
the next semester the junior or intermedi- 
ate class was given a course in chiropodical 
nursing. The student came into the Chi- 
ropody Department in the senior year with 
some knowledge of how to prepare the pa- 
tient, and how to handle the postoperative 
dressings and care. 

By giving these instructions in chiropody 
it is felt that this group of professional 
women, when they come in _ contact 
with a patient with a foot problem, will 
have the knowledge to direct that patient 
into proper channels for treatment. This 
may occur on the floor of the hospital or 
on private cases in a home, or as a public 
health nurse. 

Since this Nursing School of the Sacred 
Heart Hospital does not only receive stu- 
dents from this area, but from several states, 
we feel that this information will spread 
to many other areas. 
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At this institution there is a student 
health program whereby every student is 
given a physical every six months. The 
chiropodist has been placed on this Coun- 
cil and attends the semi-annual physical as 
well as the initial physical for new stu- 
dents, Each student is checked and shoes 
prescribed. This has led to better foot 
health among the students and better con- 
trol when a foot involvement occurs. With 
all these activities of the chiropodist in the 
hospital a Department of Chiropody was 
established with a director and an associate. 

Each year the institution issues an an- 
nual report of each department and all 
admissions and activities of the hospital. 
In this report the Department of Chirop- 
ody is listed for the number of diabetics 
treated and the number of patients treated 
in the General Chiropody Clinic. The 
report also contains a section on the Nurs- 
ing School listing Chiropodical Nursing as 
one of the courses given. This is also men- 
tioned in the Annual Student Year Book 
along with pictures of the Department and 
Instructors. 

The interns and residents are also given 
an opportunity to observe activities and 


treatment in the department. The Journal 
of the National Association of Chiropodists 
is placed in the library every month and 
at the end of the year they are bound and 
placed with all other medical journals. 
This is an opportunity to spread our knowl- 
edge to our medical colleagues. 

The education of the staff members, the 
internes and residents and nurses has re- 
sulted in many of them calling on the 
chiropodist for consultations, and reverse 
also. This practice has grown to the point 
where it is now necessary for one of us to 
cover the House every morning the same 
as every other department being called on 
for consultations. 


Summary 

It is not only necessary to create a Chi- 
ropody Department in every hospital in 
the nation, but it is also necessary to ade- 
quately inform all personnel of the insti- 
tution. This should include every student, 
graduate nurse, every staff member and the 
interns and residents. This will promote 
better relations between all the medical 
arts and sciences. 


421 Chew St. 


A successful man keeps looking for work after he has found a job. 
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A METHOD OF MAKING COLOR PRINTS FROM 
BLACK AND WHITE RADIOGRAPHS* 


Tue Kodak Flexichrome Process is a 
method of making prints and transparen- 
cies in full color from black-and-white or 
color originals by applying dyes of various 
colors to a gelatin relief image. From a 
single black-and-white negative, an expos- 
ure is made by contact or enlarging onto 
Kodak Flexichrome Stripping Film. The 
film is then processed to form a gelatin re- 
lief image in which the silver is replaced 
subsequently with a black dye known as 
the “modeling agent.” This black-dyed 
gelatin relief image adheres to a thin sur- 
face layer which is removed from the origi- 
nal film base after processing, and trans- 
ferred, with the relief side up, onto a final 
support. Almost any smooth, white photo- 
graphic paper — single or double weight — 
that has been fixed and washed makes a 
satisfactory final support for the Flexi- 
chrome print. 


The processing procedure requires about 
15 minutes, and produces a black-and-white 
dye print hardly distinguishable in appear- 
ance from ordinary silver photographic 
prints, but one that will respond quite dif- 
ferently to color. Kodak Flexichrome colors 
are then applied to local areas with a brush, 
and are immediately absorbed by the image 
—according to the varying thickness of the 
gelatin relief. Unabsorbed color is then 
removed by blotting. The print responds 
semi-automatically to the treatment, accept- 
ing only a certain amount of the color ap- 
plied to the surface and modifying it with 
black to give the appearance of colored ob- 
jects in light and shadow. Extreme high- 
lights and white areas do not accept color, 
and consequently always remain clear. The 
applied color gradually removes and _ re- 
places the black dye within the image, its 
effect being apparent in the light and mid- 
dle tones before it shows in the deeper 


J. E. GREENBAUM, D.S.C. 
Westport, Conn. 


shadows. The black remaining in the print 
plays its proper part in establishing tone 
values, just as it does in nature. The final 
print shows a gradual scale of colors rang- 
ing from black to white through any given 
hue. 

The time required to make a Flexichrome 
print varies considerably, depending on the 
complexity of the picture, the degree of fin- 
ish required, the working speed of the op- 
erator, and the quality of the black-and- 
white Flexichrome relief print. The print 
accepts color instantly, and dries immedi- 
ately with blotting. Thus the operator is 
free to proceed from one area to another 
as fast as he can work. 


A number of prints can be made from the 


master copy, and each print can be werten 
in color as the operator desires. 


Summary of Steps for Processing 


Use Kodak Safelight Filter, Wratten 
Series 1, in a suitable safelight lamp with a 
15-watt bulb at not less than four feet. 

Presoak the film in water at 66 to 70 
degrees Fahrenheit for about one minute 
when large prints are to be processed to- 
gether. 

There are only four basic steps in color- 
ing a Flexichrome print; these are repeated 
continuously with variation to accommo- 
date different circumstances: 


1. apply color to the print 
2. blot 
3. rinse 
4. blot 


The color solution is applied to local 
areas of the print, where it is absorbed by 
the gelatin relief image; then the unab- 
sorbed color solution remaining on the sur- 
face of the print is removed by blotting. 


*Borrowed freely from the Kodak Data Book, Kodak Flexichrome Process 
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Solution 
or 
Procedure 


Remarks 


matrix film 
developer 


rinse 
2% acetic acid 
stop bath 


hot water 
wash 


chill briefly 


bleach 


wash 


modeling agent 
(black dye) 


2% acetic acid 
rinse 


2%, hot acetic 
acid stripping 
bath 


2% hot acetic 
acid wash 


transfer 


dry 


adjust for contrast control; mix 
just before use 


discard oxidized developer; 
wash film and tray with cold 
water 


room lights can be turned on 
after film has been in acid 
bath about 14 minute 


wash away soluble gelatin in 
several changes of hot water 
or with hose 


immerse in cold water to chill 
swollen gelatin relief image 


bleach until all black silver 
has turned brown; rinse briefly 
in water 


fix twice as long as required 
for brown image to disappear 
completely 


wash in running water 


dye to completion with occa- 
sional agitation to prevent 
mottle effects 


rinse in 2 changes of 2% 
acetic acid to remove excess 
surface dye from image 


immerse film until adhesive 
surface layer and film support 
softens. Remove surface layer 
from film support 


place surface layer, emulsion 
up, in another tray of fresh 
acid, and agitate gently; take 
care layer does not fold over 
on itself 


remove surface layer from 
acetic acid wash, and transfer 
to final support 


hang on line until gelatin 
relief image on surface is dry; 
apply dyes only when print is 
completely dry 
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This treatment leaves the area colored se- 
lectively according to the thickness of the 
gelatin relief, and in a near-dry condition. 
The blotter removes most of the excess 
color, but there is usually a slight sediment 
left on the surface that may be removed by 
“rinsing” the area with a 2% acetic acid 
solution applied locally with the brush, or 
a soft sponge. The “rinse” is then removed 
by blotting. 

Any color may be modified, removed, or 
changed to any other color without disturb- 


ing the general scale of values of the pic- 
ture. Mistakes in coloring are not serious 
with Flexichrome, because they can be 
readily corrected by the operator; the last 
dye applied to the print gradually removes 
and replaces whatever color was there be- 
fore; therefore, it is possible to re-color 
several times, modifying the color scheme 
each time until the desired results are ob- 
tained. 


137 E. State St. 


POST-TRAUMATIC OS TRIGONUM 


‘THE diagnosis of os trigonum should be established by a history of injury to 
the foot in jumping or of continuous micro-trauma in toe dancing. This may 
have produced a severe sprain, or it may have caused a fracture in the tarsal 
region of the ankle; yet it may simultaneously have traumatized an existing 
Os trigonum, after stretching or tearing the fibrous capsule that unites it to the 
posterior tubercle of the astragalus. The condition is chronic and the patient 
may not remember its beginning. 

The paramount symptom of os trigonum is pain in the form of persistent 
achillodynia. The pain extends from the achilles tendon along the calf, the 
thigh and the small of the back. The pain may be constant or it may abate and 
recur after a sudden twisting of the ankle joint with the foot in plantar flexion. 
Since the lesion is chronic, there are no visible signs of injury ‘to the foot. 
However, a roentgenogram reveals a healed fracture of the tarsal or ankle 
bones, which indicates an old injury to the foot. 

Since the pathologic picture is that of a damaged joint capsule, with or 
without separation of the bone, immobilization of the ankle in plantar flexion 
in a plaster of paris cast may produce healing in about four weeks. If immo- 
bilization, preceded by procainization, fails to reunite the capsule operative 
removal is indicated. The patient is permitted to bear weight within a few days 
after the operation. 


A. Gottlieb, M.D., Orthopedic Surgery, Vol. XXVI, No. 1, p. 80. 
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CLINICALLY SPEAKING 


A place for the more informal presentation of reminders, suggestions, notes, observations and 
technics of value in office practice. Your contributions of short manuscripts or illustrative case 


histories will determine this section’s usefulness. 


ONYCHOMYCOSIS 
H. W. HOWELL, D.S.C. 


Winona, Minn. 


One of the most frequent conditions the 
chiropodist is confronted with is onychomy- 
cosis. Many people have been working for 
some time to find the most effective way of 
managing this parasitic infection. The pro- 
fession perhaps is not giving it the atten- 


tion it warrants. Some methods of treat- 


ment have proved ineffective or seemed too 
complicated or drawn out. There are three 
factors to be considered in handling this 
condition. First, we must diagnose the fun- 
gus infected nail. Secondly, with a mini- 


mum amount of home care and inconven- 
ience to the patient over a long period, we 
must institute treatment. Thirdly, we must 
use a technique that is thorough in elimi- 
nating the infection. 

Many local and systemic conditions may 
cause abnormal nail structure. These are 
classified into four groups, local affections, 
nail onychodystrophies, manifestations of 
dermatosis and systemic diseases, and con- 
genital ectodermal defects. Reference 
should be made to “Diseases of the Nails” 
by V. Pardo-Castello, M.D., for further 
information. Most patients are neglectful 
when burdened with routine daily medica- 
tion, soaks or scrubbings at home. Also, if 
the course of treatment is drawn out, they 
sometimes become discouraged. The length 
of treatment is also important from the 
standpoint of medication. Fungi have the 


ability to build up resistance to any fungus 
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destroying drug. Prolonged treatment with 
any one drug becomes ineffective. 


Everyday we are confronted with patients 
having onychomycosis. Some are aware of 
its nature and accept it. However, it is not 
a healthy condition and there are more 
than several cases on record of patients, who 
have had fungus patches on the body that 
were very resistant to treatment until exist- 
ing mycotic nails were cleared. Patients 
who present mycotic nails should be in- 
formed that they might have healthy nails 
again with no more inconvenience to them, 
than simply keeping their nails dry during 
a period of five to eight weeks of treatment. 

With a fair knowledge of the skin and 
systemic manifestations of the nails, you 
should have no trouble in diagnosing ony- 
chomycosis. However, microscopic exami- 
nation of shavings from these nails, using 
40% KOH solution, will show mycelial 
threads. Due to the many strains of fungi, 
onychomycosis is caused by a wide variety. 
Epidermophyton, Trichophyton, and Mo- 
nilia are most often the cause. Over 200 
cases have been treated with the following 
treatment on patients with one nail in- 
volved to cases where every toe and finger- 
nail were infected. There was recurrence 
in 26 cases. These were mostly among the 
first 100 patients treated with almost all of 
the nails involved. 

In cases of Monilia infection with par- 
onychia, all loosened nail and exudate 
should be removed. A wet dressing of 
hexylresorcinol is very effective and should 
be used until all inflammation subsides. 
Follow with a dry dressing for one week, 
after which use one application of a mild 
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keratolytic ointment (6% salicylic acid and 
12% benzoic acid in a petrolatum base) for 
four days. This type of infection is not dif- 
ficult to manage. The dry lesions, due to 
the dermatophytes, are more resistant to 
treatment. Before any medication is begun 
remove all the nail plate that is under- 
mined by the fungus growth. Thorough 
and complete removal is important for ef- 
fective results. Portions of the nail plate 
that are undermined, but not loose, must 
be burred through to the fungus growth. 
Failure in doing this will mean ineffective 
treatment. The heavy burring and cutting 
away of the nails is not a pleasant task and 
a mask should be worn or have a slow run- 
ning fan, set to prevent inhaling the nail 
dust. A heavy coarse disc type, the 74” size 
for the heavy reduction and the 14” size 
for the more delicate burring are effective. 
The disc type lessens the danger of muti- 
lating the nail grooves and lips. 


Paint the toe with skin adherent No. 2. 
Cut a moleskin shield to fit size and shape 
of the area of the involved nail bed. Care 
must be taken to protect the healthy tissue. 
Pack the shield with a thick paste of sixty 
per cent salicylic acid just sufficiently to 
prevent any squeezing out of the ointment 
beyond the shield. This is important, as it 
prevents irritation to the healthy tissue and 
also a burning sensation to the patient. 
Cover with a thin layer of cotton and tape, 
eliminating a bulky dressing. There should 
be no undue pressure from the shoe. If the 
shield and dressing are placed right, the 
patient will witness no discomfort. The 
patient is instructed to keep the dressing 
dry, and return in five days. At that time 
all of the loosened mycotic growth should 
be removed, taking care not to mutilate the 
nail bed. This should be repeated until 
all the mycotic debris has been removed, 
and a pink healthy nail bed appears. This 
should take from two to six weeks, depend- 
ing on the extent of the infection. As the 
growth is gradually eliminated, you will 
find areas of healthy nail bed showing, 
while fungus material still exists in other 
areas. You must also protect the nail lips 
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and grooves as they appear clear. If you 
find the ointment does ooze out and cause 
burning, or even a little suppuration, dis- 
continue treatment until the effects of the 
medicine quiet down. 


In cases where the infection has involved 
the entire nail bed, the medication will not 
harm the matrix, although the new nail 
plate might be ridged. Quite frequently, 
you will find mycotic nails associated with 
a dry scaly skin. If, with these individuals, 
they develop a skin irritation around the 
nails, change from the skin adherent No. 2. 
to tincture of benzoin compound. With 
people who are allergic to tape use a self- 
adhering gauze over a thin felt shield and 
cover with a coat of collodion. When the 
entire nail bed assumes a pink healthy ap- 
pearance, discontinue the keratolytic oint- 
ment and continue with same type of dress- 
ing using a 5°%% iodized ointment. I prefer 
to use iodex (plain). It liberates iodine 
gradually, insuring penetrating and pro- 
longed iodine action without irritation. 
This medication should be used for three 
treatments, at four-day intervals. During 
the time the nail is growing out, a liquid 
fungicide may be prescribed for daily ap- 
plication at home. However, this should 
not be necessary, if the debridement has 
been thorough and the keratolytic treat- 
ment has been carried far enough. If there 
is a recurrence it is most likely to be caused 
from reinfection, rather than insufficient 
treatment. Old shoes should be discarded 
since it is dificult to completely remove the 
danger of reinfection from leather. Shoe 
pressure on a healthy nail is one of the pre- 
disposing factors in causing a fungus in- 
fection, since pressure causes the nail plate 
to loosen from the nail bed permitting an 
accumulation of debris under the plate. As 
the nail grows out, it should be checked at 
four-week intervals. The exposed nail bed 
will become thickened and the patient 
should be advised that it is only nature’s 
way of protecting it until a firm healthy 
nail appears. 


418 Choate Bldg. 
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FLUORINATED HYDROCORTISONE 
ACETATE IN THE TREATMENT 
OF ONYCHOMYCOSIS 


J. W. BRILEY, D.S.C. 
Homewood, Ill. 


Treatment 


OnycHoMycosis, or ringworm of the nails, 
is of frequent occurrence and has always 
been a source of consternation to the foot 
specialist as well as the dermatologist, be- 
cause of its intractability. -It causes severe 
disturbances of nail growth and local de- 
struction of the nails of the toes and fingers. 
It may also provide sources of infection or 
reinfection of the skin, thus tending to 
increase the difficulty of eradicating “ath- 
lete’s foot” and other common fungus dis- 
eases of the skin. 

The clinical characteristics of ringworm 
of the nails are diverse, varying from a 
moderate amount of scaling in the lateral 
sulcus to complete nail destruction. It 
usually begins as a scaling at the free edge 
of the nail, or a yellowish opaque patch on 
the nail plate itself. On careful question- 
ing, quite often a history of trauma will 
have preceded the above-mentioned appear- 
ance. If the infection has been present for 
some time, the nail becomes powdery. If a 
sample scraping is taken from this powdery 
substance or from the nail debris, fungi can 
be found with the use of a microscope, after 
the digestion of some of the scrapings with 
potassium hydrate 10%. 

Severe cases are characterized by com- 
plete destruction, especially when all nails 
are affected simultaneously. However, it is 
the writer's experience that this condition 
shows a predilection for the hallux nail by 
a wide margin. An occasional case will not 
show any gross disintegration of the nail 
plate, but the nail will become separated 
from the bed (onycholysis) with a resultant 
straw colored exudate and/or a fetid odor. 
Mixed infections, as with bacteria, occa- 
sionally occur and hitherto quiescent cases 
show marked exacerbations when the anti- 
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biotics such as penicillin, aureomycin, ne- 
omycin and their equivalents are intro- 
duced systemically. 


Myotic infections are most frequent in 
dishwashers, cooks, bakers, housewives, and 
dentists, because of the moisture factor. 
However, the condition as it is related to 
the foot is by no means restricted to any 
categorical listing, except that it is seen 
more frequently in women than in men. 
The thought in recent years, relative to this 
occurrence, has been wearing of open toe 
shoes, notwithstanding the fact that most 
practitioners see more women than men in 
their offices. 


Because of the close resemblance of 
onychomycosis to other nail conditions, 
psoriasis especially, every suspected case 
should be examined microscopically. 


Treatment 


The range of medicaments and therapeu- 
tic agents for this condition is endless. 
However, the more commonly used agents 
are salicylic acid, undecylenic acid, sodium 
proprionate, ammonical silver nitrate, 
ultraviolet and X-ray, all of which are only 
partially successful. In this treatment, em- 
phasis is placed on thorough and complete 
debridement of the affected portion of the 
nail. This is accomplished by removal of 
the loosened nail portion and debridement 
down to the nail bed. Care should be taken 
not to create any hemorrhage. Follow this 
by placing a piece of 40 or 60 per cent 
salicylic acid plaster, cut to size, over nail 
area. The patient is instructed to leave the 
dressing intact and return in one week. If 
debridement is still not complete, pro- 
cedure is repeated for another week. This 
should result in a completely denuded area 
of normal, healthy, pink-appearing soft tis- 
sue and nail bed. The plaster is then dis- 
continued and the application of 0.1% 
Alflorone Acetate® lotion is applied and 
the patient is instructed to apply it spar- 


®Sharp & Dohme 
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ingly each day for about thirty days. 
Usually in thirty to sixty days a marked 
improvement is apparent, but because the 
condition is asymptomatic, it is difficult to 
maintain patient cooperation at this stage. 
At this point the patient should be reori- 
ented on the importance of continued treat- 
ment, and if an ointment is preferred, 1% 
Hydroderm may be used as a maintenance 
therapy. 


The above treatment has been used on 
about 30 selected cases, ranging from the 
acute form to the very chronic form, with 
excellent results where it was possible to 
maintain control. After the initial treat- 
ment is completed, the patient is seen at 
monthly or bimonthly intervals. This is 
necessary to check the growth progress of 
the nail and to ascertain the complete free- 
dom of the new nail growth of any further 
mycotic “patches.” Unless involvement is 
extensive, the average case can be dismissed 
in six to eight months. 


18025 Dixie Highway 


TALONAVICULAR WEDGE 
CASE REPORT 


V. A. JABLON, D.S.C., F.A.S.C.R. 
Danbury, Conn. 


Name—Mr. G. M., Age—21, Weight 190, 
Occupation—window decorator. 


Subective Symptoms: A painful tiredness 
of the feet in the instep after continued 
standing. Pain later on becomes aggra- 
vated and proceeds upward from under the 
arch to in front of the ankle. The left foot 
is more painful than the right foot. 

Objective Findings: (Clinically) both 
feet appear to be of a low type inner longi- 
tudinal arch with some heel eversion. Pal- 
pating plantarly of the meta-cuneiform 
joint, flexor tendron area posterior to the Fig. 1. Talonavicular Wedge 
navicular and under midtarsal area about 


Bone has been outlined for better visualization. 
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the region of the second cuneiform, caused 
a greater degree of pain in the left foot 
than in the right. Some pain was present 
upon palpation of dorsum of the talona- 
vicular articulation, along with an abnor- 
mal elevation under the soft tissue of this 
area. 

Radiographic Findings: Right Foot— 
dorsally, a short No. 1 metatarsal with its 
base articulating with a prehensile first 
cuneiform. An obliteration of the talona- 
vicular joint at its lateral joint margin. 
Eversion of the forefoot, with a splaying of 
the metatarsal head area. 

Laterally, a low arch height type of foot 
depicting a midtarsal and a_naviculo- 
cuneiform fault. On the dorsum of the 
joint margin of the talonavicular articula- 
tion, a supernumerary bone, rising about 
3/16 of an inch above the dorsum of the 
tarsal bones, having the apex of the triangle 
situated below and into the talonavicular 
joint and the base portion of the bone on 
the dorsum. 

Left Foot—dorsally and laterally presents 
about the same visible bone shape and po- 
sitioning as the right. However, the wedge 
of bone in the talonavicular articulation 
appears somewhat larger and more elevated 
dorsally than on the right foot. 

Diagnosis: 1. Medial imbalance of both 
feet. 2. Prehensile No. | cuneiform bilater- 
ally. 3. Midtarsal and naviculo-cuneiform 
faults bilaterally. 4. Bilateral talonavicular 
wedge. 

Comment: This unusual bone formation 
is not seen commonly. However, since it 
can and does occur, knowledge of the pres- 
ence of this supernumerary bone is essen- 
tial. 


Depression of the tarsal area with ever- 
sion of the forefoot is an aggravating factor, 
causing an abnormal impingement in the 
talonavicular articulation, which brought 
the patient into the office for examination 
and treatment. 


Medical Arts Bldg. 
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OSGOOD-SCHLATTERS DISEASE— 
CASE HISTORY 


LOUIS PENENSICK, D.S.C. 
Olean, N. Y. 


THis case history is being submitted not be- 
cause it concerns a condition that we do not 
see very often, but rather because it em- 
phasizes the importance of a careful ex- 
amination. 


Patient: B. S., male, age 12, weight 130 
pounds, height 5 feet 4 inches. 


Complaint: Pain in left knee when run- 
ning. 

History: Patient was taking part in ac- 
tivities in gym class, when he felt the sud- 
den pain in the left knee. Complained of 


Fig. 1. Osgood-Schlatters tibial tubercle. 


pain to school physician, who, after a brief 
examination, prescribed arch supports for 
flat feet. However, the pain was not re- 
lieved. The patient came to our office three 
weeks after original symptoms. 


Examination: There was severe prona- 
tion and bowing of the tendo achillis, bi- 
laterally. However, no pain could be elic- 
ited on palpation, nor was there any pain 
on active or passive motion of the feet. 
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There were no other symptoms of impor- 
tance, until we came to the examination of 
the knees. Both knees were painful on 
flexion and extension. A slight swelling 
could be felt in the area just below the 
patella, also bilaterally. This swelling was 
about the size of a half dollar and was pain- 
ful on palpation. 

X-ray: Dorso-plantar and lateral views 
of both feet show usual changes that we as- 
sociated with weak feet. Lateral views of 
the knees showed changes as follows: The 
ossification centers for the tibial tubercles 
presented a considerable degree of irregular 
fragmentation. Slight irregularities of tex- 
ture were also presented by these ossifica- 
tion centers. The soft tissues, immediately 
anterior to the tibial tubercles, were con- 


‘siderably thickened. From these changes, 


we conclude that the patient is suffering 
from Osgood-Schlatters Disease. 

Remarks: The important symptom in 
this case was the swelling over the tibial 
tubercle, and it was this sign that led us to 
suspect Osgood-Schlatters Disease. Had the 
original examiner taken the time to pal- 
pate the knee, he would undoubtedly have 
had a correct diagnosis. There should be 
no thickening of tissues over the tubercle, 
and the fact that there was (both on pal- 
pation and x-ray), was more conclusive in 
making our diagnosis than the visible bone 
changes. 


116 N. 2nd St. 


A NEW UNIQUE DEVICE HONES 
AND STROPS ALL INSTRUMENTS 


ALVIN C. LARSON, D.S.C. 
Hibbing, Minn. 


A NEW beEvice® seems to answer all the 
problems of keeping perfect edges on all 
instruments used in the chiropody office 
and laboratory. It is a small compact elec- 
trically driven unit which revolves a stone 
at 200 r.p.m., the correct speed to form 


®Lectro-Hone, Warren Sales, P. O. Box 161, Cran- 
ford, N. J. 
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an edge without creating heat which will 
alter the temper of the steel. 


The stone revolves on a turn-table, like 
a phonograph record, which gives perfect 
visual control of the sharpening process. 
The stone is 4” in diameter and can be 
reversed to use the fine or extra fine side. 

I cut a 4” disc 54” or 34” plywood and 
cemented a piece of leather on both sides, 
then I drilled a hole in the center to fit 
over the spindle. This serves admirably to 
do all the stropping work. 

The use of a bit of fine rouge gives the 
leather an abrasive effect. The factory ad- 
vised me that they contemplate furnishing 
a similar disc. 


This compact device, modestly priced, 
seems to have been made exactly for our 
requirements and so precisely fills our 
needs that I am sure it will prove a time- 
saver for all of us. It will easily reshape 
and develop beautiful edges on all instru- 
ments, including skiving knives, scissors or 
even take a burr from a needle. After 
hand stoning and stropping for 25 years I 
can assure you that the edges this outfit 
produces cannot be duplicated. The time 
saved, and the relief from the repetitious, 
laborious chore makes this a valuable ad- 
junct to our equipment. 


A few drops of Pike Oil on a new stone 
and sharpening a few skiving knives will 
soon fill in the roughness which may be 
found in all new stones. Finish stoning 
with very light pressure, lift off stone and 
replace with circular strop. Do not make 
the mistake of overstropping so that the 
edge is polished to the degree where there 
are no teeth left to give the instrument 
the required pull. 

This article is written in the hope that 
many of you who have a number of sets 
to keep up will experience the same pleas- 
ure in using this unique device and the 
personal satisfaction of working with the 
perfect edges which are needed for more 
comfortable patient procedures. 


515 E. Howard 
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PRESIDENT'S MESSAGE 
Take Advantage of the Regional Plan 


IF YOU DESIRE your state to have a more active voice in N. A. C. affairs, support 
your regional convention. About fifteen years ago, Dr. George D. Sherer, our 
honorary director of the regional plan, saw the wisdom of making a division of 
the country into zones for the benefit of the N. A. C. and to benefit the small 
states in pooling their resources to sponsor more scientific programs. Today we 
have, as a result of his foresight, twelve geographic sub-divisions of the N. A. C. 
The majority of these regions have been conducting effective annual meetings 
and conventions for the states in their grouping. 

The creation of the Executive Council has given new significance to the Re- 
gional Plan. It is now possible for various Regions to be represented on the 
Executive Council which is the interim planning, fiscal, and policy making 
body of the N. A. C. When the viewpoint of each Region is brought to the 
Executive Council deliberations, our profession will have a true picture of our 
objectives and problems. Every effort should be made to gain well-distributed 
representation in this truly democratic system. 

This year, I have assigned members of the Executive Council to meet with 
regional representatives at each Regional Convention, so that the programs 
fostered by the N. A. C. may be explained to every component state. At the 
same meeting the representatives of each state are requested to present their 
problems and plans so that the N. A. C. may offer assistance. If possible, 
program time should be reserved for the N. A. C. representatives to present the 
N. A. C. Policy to the entire convention. Whenever feasible, our national 
headquarters will be represented at regional meetings by our Secretary or Business 
Administrator. ‘The President of the host state or the Chairman of the Regional 
Meeting should take the responsibility for arranging the meeting of regional and 
N. A. C. representatives. 


Region | — Dr. Morris 

Region 2 — Dr. Horowitz 

Region 3 — Drs. Morris, Locke 
Region 4 — Drs. Shapiro, Conforti 
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Region 5 — Drs. Guenzler, Fov:ler 
Region 6 — Dr. Guenzler 

Region 7 — Dr. Brantingham 

Region 8 — Dr. Levin 

Region 9 — Dr. Upshaw 

Region 10 — Drs. Shapiro, Upshaw 
Region 11 — Dr. Gamble 

Region 12—Drs. Gamble, Brantingham 


Already, three regions have met with their Executive Council assignee on a 
highly successful basis. Detailed reports are being submitted concerning each 
meeting so that an improved pattern may evolve. Slight adjustments in the 
scheduling calendar will make it possible for commercial exhibitors to attend 
more conventions. A master list of scientific speakers and scientific exhibits 
is being compiled for nation-wide distribution. Most important, our entire 
Association is developing a spirit of cooperation. 

Each state Society should consider inviting the Executive Council member 
close to them to their annual meeting, board of trustees, board of governors, 
or any special event where an effective liaison needs to be established. If this 
is done there will be less overlap of projects, less wasted effort, and a more 
effective operation for all concerned. 

Fetton O. GamBtE, D.S.C., 
President 


INFORMATION REGARDING ANNUAL MEETING 


Tue 1957 ANNUAL MEETING of the National Association of Chiropodists will be 
held at the Drake Hotel, Chicago, Ill. The House of Delegates will meet August 
16-17, 1957. Sunday, Monday and Tuesday, August 18-19-20, 1957 will be de- 
voted to the scientific sessions. Members, delegates and state secretaries are 
advised that proposed amendments, if they are to be considered by this House 
of Delegates, must be published in the May, 1957 issue of the Journal of the 
National Association of Chiropodists (Constitution, Article IX—Amendments) . 
Proposed amendments must be in the office of the Secretary and Editor no later 
than April 16, 1957. Resolutions and reports should be in this office by June 
18, 1957, if they are to appear in the Report Book for the House of Delegates. 
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TO OUR READERS 


Your Epiror has received over 250 letters from the members expressing their 
appreciation and delight with the new Journal. Many of these letters have been 
from officers of state and local societies. Your Editor has sent each one of them 
a letter of thanks. Since many of you have expressed your feelings personally, 
or through your local or state office, the letter that was sent out is reprinted 
on this page, in order that all our readers may know of all the peoples that have 
had a hand in the making of our Journal. 


A Letter from the Editor: 


Dear Reader: 


Thank you very much for your very nice letter of appreciation and 
your expressions of approval with our “new look” and format. 

We have had over 250 such letters and it would be impossible for 
us to answer each one of them individually. But we do wish to take 
this opportunity of letting you know that this was and could not 
have been accomplished singlehandedly. 

Impetus for this change came from the Executive Council under 
the direction of President Gamble and, particularly, its Journal Sub- 
committee consisting of Drs. Morris, Levin and Locke. The Jour- 
nal’s Business Manager, Mr. Fielding, has a heavy task soliciting our 
advertisers who make the Journal possible. 

Of course, the Journal is but a shell without its contents and to 
our authors must go much of the credit. Especially noteworthy are 
the contributions of the members who make the regular departments 
possible. These are Dr. A. O. Penney, “Mood Elevators”; Dr. H. 
Hoffman, “Pharmaceutical Preparations for the Profession”; Dr. 
John T. Sharp, “The Podopediatric Clinic’; Drs. L. R. McCain and 
N. H. Ketai, “Techniques in Foot Surgery.” Mrs. F. A. Cooksley, M.A., 
prepares all the medical digests from a list of titles we select for her. 
Dr. Joseph Lawrence, our Medical Consultant, is responsible for most 
of the copy of the Washington Reports. 

Dr. Sinclair Dellastatious is responsible for many of the fine line 
drawings. More of his work will be seen in future issues. And we 
must not forget our two artists of humor, Dr. Robert J. Hughes and 
Dr. Edwin Peterson. 

In the actual production of the Journal, our printers, Rapid Service 
Press of Boston, Mass., have done a really commendable job. Every- 
one will agree that the design of our front cover has been executed 
brilliantly by Mr. Sidney Miller of Chicago. 

And of course, last, but certainly very far from least, are the very 
capable “girls” at headquarters: the late Mrs. Frances Donegan, Mrs. 
Angie Jackerson, Mrs. Mary Blair, Mrs. Cathie Vogel and Mrs. 
Virgie White. 

Your expressed and enthusiastic appreciation is a tremendous 
stimulus t~ all of us. Our continued efforts will continue to make you 
prouder o! your Journal. 


Sincerely, 


A. Rusin, D.S.C. 
Editor 
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REPORT OF EXECUTIVE COUNCIL MEETING 


THe FULL Executive Councit met for a 
three-day meeting in Washington, January 
25, 26 and 27. The feature of this meeting 
was an all-day Exploratory Conference on 
Chiropody Education. Attending the meet- 
ing were the following Deans: Dr. Pierce B. 
Nelson, California College of Chiropody; 
Dr. Donald V. Anderson, Illinois College 
of Chiropody; Dr. Herman Sonderling, 
New York College of Podiatry; Dr. Max M. 
Pomerantz, Ohio College of Chiropody and 
Dr. Charles E. Krausz, Temple University, 
School of Chiropody. Also attending the 
meeting were Dr. Stewart E. Reed, Chair- 
man of the Council on Education, Dr. 
Francis S. Schwarz and Dr. E. Wirt Dobbs 
of the Council on Education. In the after- 
noon the following served as a panel pro- 
viding some very useful information and 
answering many questions: 


Dr. Irving Gerring, National Institutes 
of Health, Research Division 

Dr. Ernest Hollis, Chief, Division of Col- 
lege and University, Administration, 
U. S. Office of Education 

Dr. Leslie W. Knott, Chief, Health Pro- 
fessions Education Branch, Director of 
Research Studies in Health Problems, 
U. S. Public Health Service 

Dr. George Fox Mott, Higher Education 
Consultant Service 


The major purpose of the meeting was 


FRANCES DONEGAN 
Mrs. Edgar (Frances) Donegan passed away very suddenly February 17th, at 


to explore problems of our profession, espe- 
cially those related to our educational insti- 
tutions. The conference very satisfactorily 
informed all participants of each others’ 
problems and what was being done and 
helped the Executive Council, Council on 
Education and the colleges achieve a bet- 
ter rapport. Each segment has a better 
understanding of problems in its own areas 
and how they inter-relate with areas of 
responsibility of others. 

The first day of the meeting was devoted 
to receiving the reports from the officers, 
of the Executive Council. A considerable 
administrative divisions were made. Sub- 
number of recommendations by the various 
administrative divisions and subcommittees 
committees on the Journal, Budget and 
Finance, Regional Plan, Convention, Insur- 
ance Committee, Policy Committee, Ameri- 
can Foot Health Foundation Liasion Com- 
mittee, met and deliberated at some length. 
The Insurance Committee prepared a 
memorandum on prepaid health plan for 
state presidents and secretaries, which has 
been distributed. 

The reports and recommendations of the 
officers, administrative divisions, councils 
and subcommittees of the Executive Coun- 
cil have been distributed to state presidents 
and secretaries, accredited members and 
alternates of the 1956 House of Delegates 
and N.A.C. committee chairmen. 


her home in Chevy Chase, District of Columbia. Mrs. Donegan was with the 
National office of the N.A.C. since December 1942. Many of the members are 
probably familiar with her signature since she had charge of all the membership 
records and mailing lists. 


Mrs. Donegan attended Longwood College, University of Virginia and the 
American University, School of Journalism. She assisted the Editor in editing 
manuscripts, with particular reference to correct form and usage. 

Surviving are her husband, Edgar, and a son, Alfred W. Donegan, II. 

Frances will be sorely missed at N.A.C. headquarters as a fine friend and 
dedicated worker. 


133 


Association of Cuiropopists, MARCH, 1957 


WASHINGTON REPORT 


Congress Considers 


THE NEw Coneress, the 85th, has just about 
completed its organization with the final 
appointment of members to the various 
standing committees. Bills to be considered 
and acted upon have been introduced daily 
since the day of the first session with 
marked increases on the days following the 
reception of communication from President 
Both bodies elected or re- 
elected administrative officers. The new 


Eisenhower. 


officers are: 


Senate 


President . Richard M. Nixon 
President 

Pro Tempore ....Carl Hayden 
Majority Leader .... Lyndon B. Johnson 
Majority Whip Michael J. Mansfield 
Minority Leader . .. . William F. Knowland 


Minority Whip Everett M. Dirksen 


House of Representatives 


Sam Rayburn 

Ralph R. Roberts 
Majority Leader . .. . John W. McCormack 
Majority Whip Carl Albert 
Minority Leader . . . . Joseph W. Martin, Jr. 
Minority Whip Leslie C. Arends 

Standing committees which will consider 

most of the bills in which we shall have 
an interest are here listed together with 
their personnel: 


Senate 


Labor and Public Welfare 
Lister Hill, Chairman 


H. Alexander Smith 
Irving M. Ives 
William A. Purtell 
Barry M. Goldwater 
Gordon Allott 


John S. Cooper 


James E. Murray 
Matthew M. Neely 
John F. Kennedy 
Pat McNamara 
Wayne Morse 
Strom Thurmond 
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Appropriations 
Carl Hayden, Chairman 


Richard B. Russell 
Dennis Chavez 
Allen J. Ellender 
Lister Hill 

John L. McClellan 
A. Willis Robertson 
Warren G. Magnuson 
Spessard L. Holland 
John C. Stennis 
Lyndon B. Johnson 
John O. Pastore 


Styles Bridges 
Leverett Saltonstall 
Milton R. Young 
William F. Knowland 
Edward J. Thye 
Joseph R. McCarthy 
Karl E. Mundt 
Margaret Chase Smith 
Henry C. Dworshak 
Everett M. Dirksen 
Charles E. Potter 


House of Representatives 


Interstate and Foreign Commerce 


Oren Harris, Chairman 


John B. Williams 
Peter F. Mack, Jr. 
Kenneth A. Roberts 
Morgan M. Moulder 
Harley O. Staggers 
Isidore Dollinger 
Walter Rogers 
Martin Dies 

Samuel N. Friedel 
John J. Flynt, Jr. 
Torbert H. MacDonald 
George M. Rhodes 
John Jarman 

Leo W. O’Brien 
John E. Moss, Jr. 
John D. Dingell, Jr. 


J. Carlton Loser 
Charles A. Wolverton 
Joseph P. O’Hara 
Robert Hale 

John W. Heselton 
John B. Bennett 
John V. Beamer 
William L. Springer 
Alvin R. Bush 

Paul F. Schenck 
Joseph L. Carrigg 
Steven B. Derounian 
J. Arthur Younger 
William H. Avery 
Bruce Alger 

Will E. Neal 


Veterans’ Affairs 


Olin E. Teague, Chairman 


W. J. Bryan Dorn 
Elizabeth Kee 
George S. Long 
Frank W. Boykin 
Wayne N. Aspinall 
George A. Shuford 
George H. Christopher 
Charles C. Diggs, Jr. 
B. F. Sisk 

James A. Haley 
Walter S. Baring 


Basil L. Whitener 
Edith N. Rogers 
Bernard W. Kearney 
William H. Ayres 

E. Ross Adair 

Paul A. Fino 

Phil Weaver 

John P. Saylor 
Florence P. Dwyer 
H. Allen Smith 
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Ways and Means 


Jere Cooper, Chairman 


Frank Ikard 
Thaddeus M. Machrowicz 
Daniel A. Reed 
Thomas A. Jenkins 
Richard M. Simpson 
Robert W. Kean 
Noah M. Mason 
Hal Holmes 

John W. Byrnes 
Antoni N. Sadlak 
Howard H. Baker 
Thomas B. Curtis 


Wilbur D. Mills 
Noble J. Gregory 
Aime J. Forand 
Herman P. Eberharter 
Cecil R. King 
Thomas J. O’Brien 
Hale Boggs 

Eugene J. Keogh 
Burr P. Harrison 
Frank M. Karsten 
A. S. Herlong, Jr. 
Eugene J. McCarthy 


In reporting the bills we shall always 
name the standing committee to which 
they are referred and we recommend that 
if you would like to read the entire bill 
you write your senator or congressman re- 
questing him to send you a copy. They 
are usually delighted to render this service. 
Address your letter to the senator: Senate 
Office Building, Washington, D. C., and to 
the congressman: House Office Building, 
Washington, D. C. After you have re- 
ceived and read the bill write him your 
recommendations as to its enactment giving 
the reasons for your decision. It is espe- 
cially essential that you do this if your 
senator or congressman happens to be a 
member of the standing committee of ref- 
erence. We shall appreciate receiving a 
carbon copy of your letter. It may be pos- 
sible for this office to follow-up with a per- 
sonal conversation in your interest. 

Among the bills already introduced are 
the following: Two Health Insurance bills 
with wide interest; $844 by Mr. Murray: A 
bill to provide a program of national 
health insurance, and for other purposes: 
referred to the Committee on Labor and 
Public Welfare. 

HR3764 by Mr. Dingell: A bill to pro- 
vide a program of national health insur- 
ance, and for other purposes: referred to 
the Committee on Interstate and Foreign 
Commerce. 

We shall have more to say about these 
bills in the future. 
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These bills are practically identical, and 
are direct descendants of the Wagner, Mur- 
ray, Dingell Health Insurance bills that 
were considered by Congress for about 
twenty years, and vigorously opposed 
through all that time by the American 
Medical Association. Mr. Murray com- 
mented when he introduced his bill to the 
effect that quite a number of the features 
of the early bills have been separately con- 
sidered and enacted into law. He is en- 
tirely correct, research has been enhanced 
and extended with the aid of federal funds, 
a hospital construction program that is 
continuing has been stimulated by federal 
grants. Some of the voluntary health 
groups can be considered as stimulated by 
or an outgrowth of propositions contained 
in those early bills. Let us recommend 
again that you ask your congressman to 
send you a copy of either $844 by Mr. Mur- 
ray or HR3764 by Mr. Dingell. 

Senator Hill announced to the Senate 
that the week of May 12-18 has been chosen 
by the American Hospital Association as 
National Hospital Week and the theme 
chosen for this year is “Careers that 
Count.” 

When making the announcement Sena- 
tor Hill said: “Our hospital history extends 
over 300 years from 1658 when there was 
just one hospital to the present when there 
are more than 7,000. No nation can be 
strong unless its people be strong and 
healthy. Health gives the individual pos- 
sessing it the maximum capability to enjoy 
his personal liberties. It. fosters material 
benefits which abound in this country to 
a degree not found anywhere else in the 
world. But no nation can ever be compla- 
cent about the standards of health it has 
achieved. Humanity and expedience alike 
require that the burden of sickness and 
disease shall be lifted from the shoulders 
of mankind, that we may, step by step, 
reach new plateaus of achievement and 
well-being.” 
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RECOMMENDATIONS FOR SCHOOL FOOT SURVEY CHARTS 
The N.A.C. Committee on Children's Foot Health 


THE multitudinous number of school foot 
survey charts currently in use by various 
chiropodists and chiropodial groups 
throughout the country renders impossible 
the task of acquiring accurate statistics as 
to the national state of children’s foot 
health. This great diversity of chart design 
and content places the majority of pre- 
viously conducted school chiropodial in- 
vestigations into a category of local rather 
than national interest and importance. It 
is therefore the feeling of this committee 
that some steps toward standardization of 
school foot charts must be taken if a true 
impression of our national juvenile foot 
health is to be obtained. With this thought 
in mind, the committee has studied and 
evaluated large numbers of foot examina- 
tion forms for the purpose of arriving at 
some standard method of examination pro- 
cedure. After due consideration, it seemed 
evident that the most practical procedure, 
at least for the present, would be to estab- 
lish not an entire examination form as 
such, but rather to list certain basic items 
which should be included in all the various 
forms used by the different investigating 
groups. This procedure has two advan- 
tages: 

1. It enables the committee to acquire 
worthwhile statistics from the available ma- 
terial. 


2. It allows the individual chiropodist 
or group of chiropodists a certain free- 
dom of procedure in that he or they may 
insert certain other items as seen fit, with- 
out noticeably confusing the issue. 


The following material therefore consists 
of those items which we feel should be basic 
elements in all of the examination charts to 
be used in future school foot surveys by 
chiropodists. This material is offered with 
the full realization that it will quite prob- 
ably be open to considerable controversy. 
However, the first step towards standardiza- 
tion must be made, regardless as to how 
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faltering it may be. The items offered will 
be discussed in some length so that the 
chances of confusion or misinterpretation 
will be held to a minimum. 


Item No. |—The Gait 


It will generally be conceded that all 
forms should include a consideration of the 
child’s gait. For practical purposes, gait 
may be divided into two main classes: 
1, Normal, and 2, Abnormal. 

It must be recognized that normal gait 
may have certain variations within the 
normal range. This fact is essentially the 
result of different inherited neuromuscular 
gait patterns. As a consequence of these 
inherent ambulatory characteristics, some 
children may walk with the feet mildly 
abducted, some with the feet slightly 
adducted, and some with the feet straight 
ahead. It is ridiculous to assume all chil- 
dren, in order to display normal gait, must 
walk with the toes pointing straight ahead. 
This in effect would be analogous to stating 
that all normal children must be blonde. 


Naturally, there are limitations to the 
normal range. If the in or out toeing 
present is to a degree where the gait is 
awkward and stress is applied to the feet 
in such a manner as to predispose the child 
to postural problems of the foot or leg, 
the manner of walking is no longer to be 
considered normal. The actual degree at 
which adduction or abduction gaits may 
be regarded as abnormal will of course vary 
somewhat depending upon the anatomical 
and neuromuscular makeup of a particular 
child. However, there must be some divid- 
ing line between normalcy and abnormalcy, 
and this may be tentatively set at about 20 
degrees. In other words, children who 
walk with twenty degrees of internal or 
external rotation may be regarded as nor- 
mal, provided of course, that no other 
symptoms are coexistent. Normal gait 
then may be said to include straight walkers 
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and those who either adduct or abduct 
within the twenty degree range. 

Abnormal ambulation includes the vari- 
ous neurological types, dislocated hips, 
limping, steppage, and adduction or ab- 
duction forms which exceed the twenty de- 
gree limitation. 


Item No. 2—The Footgear 


All foot examinations must of course in- 
clude a section on shoes and socks. The 
most practical classification for shoes or 
stockings is simply: 1. Satisfactory or 2. 
Unsatisfactory. If the latter heading is em- 
ployed, the reason for the classification 
must of course be listed. 


Item No. 3—The Skin 


Under the heading of “skin” we again 
have a classification of 1. Normal and 2. 
Abnormal. The latter group should basi- 
cally include helomata, callous, verrucae, 
bullae, petechia, and tinea. Although 


actually a glandular problem, bromidrosis 
may also be listed under this heading. The 


exact location of the lesion or lesions pres- 
ent should also be indicated. 


Item No. 4—The Nails 


The nails are classified as either normal 
or abnormal. Basic nail abnormalities in- 
clude: onychocryptosis, onychauxis, pa- 
chonychia, paronychia, inverted nails, and 
tinea ungium. Improper cutting of the 
nails may also be considered under this 
heading. Again the location of the ab- 
normal condition should be mentioned. 


Item No. 5—The Posture 


The postural problems of primary con- 
cern to the chiropodist in examinations of 
this kind are as follows: flatfoot, metatarsus 
varus, metatarsus varus primus, hallux 
valgus, talipes, pes cavus, knock-knee, bow- 
leg, and internal or external tibial torsion. 
The last two need be checked only in in- 
stances where marked adduction or abduc- 
tion gait exists, since their presence is 
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accompanied by corresponding alterations 
in the patient’s mode of walking. 

Perhaps the chief stumbling block to uni- 
formity in foot examinations in the past has 
been the lack of an adequate classification 
of flatfoot. Almost every examiner has his 
own interpretation of flatfoot classification. 
In the individual instance this is of little 
consequence. However, when one examines 
large numbers of examination charts, done 
by different individuals, the need for stand- 
ardization becomes quite apparent. It is 
our impression that the important consid- 
eration relative to flatfoot in the school child 
is basically this: which cases are in need 
of treatment, and which cases are not in 
need of treatment. On this assumption 
then, the suggested classification for flat- 
foot cases in school foot survey charts is as 
follows: 


1. Cases which need treatment. 

This group encompasses all those cases 
which display, in addition to the deformity 
itself, one or more of the following: 

a. Pain or fatigue in foot or leg. 

b. Abnormal shoe wear, such as medial 
counter breakdown, excessive medial heel 
wear, and excessive medial sole wear. 

c. Awkward gait attributable to the foot 
posture present. 

d. Presence on the foot of excrescences 
such as helomata or callous which may be 
construed as arising from the existing foot 
posture. 

e. Short heel cord. 


The last condition must always be 
checked in cases of flatfoot. It is well 
known that a short tendo achillis en- 
courages the pronated position and thus is 
an important factor in faulty foot mechan- 
ics. 


2. Cases which do not need treatment. 
This group includes primarily two chief 
subdivisions: 
a. Pes planus forms. 
Mild inherited pronation types. 


SPECIMEN CHART 


NAME 
PARENT'S NAME .. 
GAIT: Normal ( ) 


FOOT GEAR: 
SHOES: SATISFACTORY ( ) UNSATISFACTORY ) 
Reason for “Unsatisfactory” Classification ene 
SOCKS: SATISFACTORY ( ) UNSATISFACTORY ( ) 
Reason for “Unsatisfactory” Classification - 


SKIN: NORMAL ( ) ABNORMAL ( ) 


NATURE OF ABNORMALITY: (Locate Lesion) 
Heloma ( ) Tinea ( ) 
Callous ( ) Petechia ( ) 
Verruca ( ) Others( ) 
Bulla ( ) 


NAILS: NORMAL ( ) ABNORMAL (( ) 


NATURE OF ABNORMALITY: (LOCATE LESION) 
Onychocryptosis ) Inverted Nail ( ) 
Onychauxis ( ) Tinea Ungium ( ) 
Paronychia ( ) Improper Cutting ( ) 
Pachonychia ( ) Others 


POSTURE: NORMAL ( ) ABNORMAL ( ) 


NATURE OF ABNORMALITY: (LOCATE LESION) 
Flat Foot: 1. Needs Treatment ( ) 
2. Does Not Need Treatment ( ) 
Metatarsus Varus ( ) Pes Cavus ( ) 
Metatarsus Varus Primus ( Knock Knee (_ ) 
Hallux Valgus ( ) Bowleg ( ) 
Talipes ( ) Internal Tibial Torsion ( ) 
External Tibial Torsion (_ ) 


EXAMINED BY 
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The pes planus forms are characterized 
by asymptomatic feet which display an in- 
herent flattening. The arch of the foot 
is quite low and broad, and does not de- 
crease in height to any appreciable degree 
on weight bearing. Also there is little if 
any outward deviation of the tendo achillis 
on weight bearing. This is quite the re- 
verse of the situation present in patho- 
logical flatfoot. Here the foot displays a 
fairly good arch at rest, but when weight 
is borne there is a marked decrease in arch 
height with a very definite outward devia- 
tion of the tendo achillis. 

The mild inherited pronation types con- 
sist of children who display mild degrees of 
flatfoot which are devoid of accompany- 
ing symptoms. Examination of the parents 
of this type child will usually disclose the 
fact that one or both have a similar, 
asymptomatic foot. The shoe wear is 
normal in children of this group and there 
are none of the other findings present 
which were previously listed under “cases 
which need treatment.” 

It should be mentioned in passing that 


in the past, there has been a common 
tendency to stress the degree of flatfoot 
which exists. Most of these classifications 
have been ambiguous, confusing, and pre- 
dispose to variations in interpretation. 
There can be no room for vagaries in ex- 
aminations of this kind. 

The foregoing items are those suggested 
as hasic points in School Foot Survey 
Charts. It is the hope of the committee 
that all future chiropodial examinations of 
groups of school children will include these 
items in the particular forms or charts used. 
It is also suggested that all persons conduct- 
ing school foot surveys send their statistical 
findings to the committee chairman so that 
they may be included in the pool of such 
findings from all the various sources. Only 
in this way may a more accurate impression 
of the foot health of our school children 
be obtained. 

Joun T. Swarp, D.S.C. 
Chairman 

Committee on Children’s 

Foot Health 

1424 York Road, Abington, Pa. 


The 1957 Easter Seal campaign opens Friday, March 15, and continues through 
Easter Sunday, April 21. 
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N.A.C. $5,000 MAJOR (CATASTROPHIC) 


HOSPITAL EXPENSE INSURANCE 


WE ARE PROUD to announce that a new pro- 
gram of health insurance is now available 
for members of the N. A. C. and their 
families — Major (Catastrophic) Hospital 
Expense Insurance. 

Over 105 million Americans are now 
protected by some form of hospital insur- 
ance. You are probably one of them, 
through Blue-Cross, our own N. A. C. 
Hospital-Surgical Endorsement to the Basic 
Accident and Sickness Policy, or some other 
good plan. 

Most of these plans, however, are short- 
term. They will pay all, or the greater 
part of the cost of a short stay in the hos- 
pital, or of routine surgery. But what 
happens if someone in the family is in- 
volved in a really serious accident, requiring 
extensive surgery? Or if a major, long- 
time illness strikes—cancer, heart disease, 


polio, leukemia? Where will the money 


come from to pay the mountain of bills 
for special nursing, blood transfusions, 
x-ray treatments? This can be an economic 
catastrophe. 

That’s why this new kind of hospital- 
medical-surgical and nursing protection 


was developed recently. The Insurance 
Committee requested our Insurance Coun- 
sellor to prepare a program to fit our own 
special requirements. 

Here it is . . . a thoroughly researched, 
precisely engineered contract that starts 
paying where most Hospitalization insur- 
ance leaves off—up to $5,000 while hospital 
confined for each accident or illness. It 
includes: 

Daily hospital room and board. 

Miscellaneous hospital expenses. 

75% of Nurses’ fees in hospital. 

Doctors’ calls in the hospital at the rate 
of one visit per day up to a maximum of 
$10 per visit. 

Surgeons’ fees up to $500 for operations. 
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Amount paid (according to schedule) va- 
ries with severity of operation. 

Major Hospital Insurance works on the 
same principle as your auto collision insur- 
ance. That is, you select a deductible sum 
of $300 to $500, above which you want 
your protection to begin. Then, when 
your hospital expenses rise above this total, 
your benefits start, paying for a large part 
of your remaining bill. Below are typical 
instances how it works: 


EXAMPLE A 


Brain TUMOR 
(Member has N. A. C. Hospital- 
Surgical Rider) 


Room and Board, 54 days 
@ $20.00 a day 

Surgeon's fee 

Operating room, Drugs, Blood, 
Laboratory Tests, Dressings, etc. 

Special Nurses, 34 days 
@ $39 a day 


$1,080.00 
500.00 


540.00 
$1,326.00 


$3,446.00 


Less: 25°, Nurses’ fees $331.50 
Deductible Sum 500.00 


Paid by Major Hospital 
Insurance 

Paid by N. A. C. Hospital- 
Surgical Rider 


EXAMPLE B 


$2,614.50 


598.00 


CoRONARY OCCLUSION 
(Member has no basic Hospital 
Insurance) 


Room and Board, 4 weeks 
@ $22 per day 
Special Nurses, 14 days 
@ $36 per day 
Misc. Hospital Expenses (Elec- 


$ 616.00 


504.00 
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trocardiograms, tests, drugs, 
etc.) 
Doctors’ visits in Hospital, 28 


305.00 


visits @ $10 visit (1 a day) 280.00 
$1,705.00 


Less: 25% Nurses’ fees $151.00 


Deductible Sum 300.00 
451.00 
Paid by Major Hospital 
Insurance to member $1,254.00 


EXAMPLE C 
AUTOMOBILE AccIDENT (Dependent Child) 
(Member has Blue-Cross, Blue-Shield) 
Room and Board, 4 weeks 


@ $20 per day $ 560.00 
Surgeon’s fee: 
Fractured vertebra $150.00 
Fractured humerus 
(compound) 200.00 
350.00 


Miscellaneous Hospital 
Expenses 215.00 

Special Nurses, 3 weeks 
@ $39.00 a day 


$1,944.00 
Less: 25% Nurses’ fees $204.75 
Deductible Sum 


500.00 


$704.75 


Paid by Major Hospital 
Insurance to member 


Paid by Blue Cross-Blue Shield 
to hospital and surgeon 


$1,239.25 


810.00 


Thus, as you can see, the crushing bur- 
den of catastrophic hospital bills is lifted 
by this new, broad protection. Regardless 
of Blue Cross payments made to the hospi- 
tal and doctors, or any other insurance you 
may carry, payment is made directly to the 
insured. 

The plan is underwritten by our basic 
carrier, Vhe United States Life Insurance 
Co., who thoroughly understand the prob- 
lems of our profession. 

Where a basic hospitalization plan is car- 
ried, the $500 deductible amount is sug- 
gested. For members not carrying basic 
hospital insurance, the $300 deductible is 
available. You will receive a descriptive 
brochure and application blank shortly. 
The low premium rates listed in the bro- 
chure reflect the advantage of our N. A. C. 
Group purchasing power. 

Now, with earned income replacement 
provided by our Basic Disability Policy and 
the companion Extended Coverage, to- 
gether with the Catastrophic Hospital Plan 
described above, complete protection is 
provided. You will agree that we can be 
proud of our program. 


IRVING PASHIN, Pod. D., Chairman 
Committee on N.A.C. Insurance 


The great thing in this world is not so much where we stand, as in the direction 
we are moving. 


Oliver W. Holmes 


| 
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TECHNIQUES IN FOOT SURGERY 


L. R. McCAIN, D.S.C., F.A.C.F.S., and N. H. KETAI, D.S.C., F.A.C.F.S. 
Editors, Publications Committee, A.C.F.S. 


Illustrated case reports and discussions, suggesting approaches to chiropodical 
surgery, from the files of the American College of Foot Surgeons. 


Midphalangectomy with removal of 
head of proximal phalanx 


A white woman, aged 36, seen in the 
hospital, presented the following disorders: 
a contracted fifth toe of the right foot, 
with a heloma durum of average size and 
a surrounding area of chronic inflamma- 
tion over the first interphalangeal joint, 
and the lateral side of the middle phalanx. 

Both palliative and orthopedic treatment 
failed to improve the condition of the 
heloma. Surgery was indicated in order to 
effect a solution of the problem. X-ray 
findings showed a fusion of the distal and 
middle phalanges of the fifth digit. All 
laboratory findings were normal. Preopera- 
tive blood pressure was 122/80. Preopera- 
tive oral temperature was 99 degrees. 

Procedure: Anesthesia to the area was 
effected by use of procaine HCL 2%. A 
linear longitudinal incision was made on 
the dorsomedial aspect of the fifth toe, 
right foot. The incision was about three 
centimeters long, and was deepened di- 
rectly to the bone. The tendon and sub- 
cutaneous tissue were grasped with an Allis 
forceps and retracted. By sharp dissection 
the middle phalanx was exposed. The me- 
dial and lateral condyles of the head of 
the proximal phalanx were removed with 
a small bone cutting forceps. The distal 
end of the shaft was then rasped smooth. 
The toe was dressed with sterile gauze 
plaques and held with surgitube and adhe- 
sive tape, after sutures were in place. 

Postoperative treatment was as follows: 
Sterile redressings were made and the su- 
tures removed on the tenth postoperative 


day. The toe was swabbed with tincture 
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of Metaphen®! and dressed with a single 
sterile plaque. On the thirteenth day 
dressings were removed, and no further 
dressings used. 

The patient was confined to bed for 
three days following the surgery, and then 
permitted to ambulate at will. She re- 
turned to full-time work on the fifth day. 
At the end of six weeks there was no 
indication of any heloma on the digit. 


Edward C. Pintzuk, D.S.C. 


Comment: The removal of the entire 
middle phalanx on this type of surgery is 
a very radical procedure in that it is or- 
dinarily not necessary. It always leaves a 
flail or flaccid toe, which in most instances 
annoys the patient. 

However, in all cases where a radiograph 
indicates that the middle and distal pha- 
langes are fused, or where there are only 
two phalanges in the fifth toe, it is always 
necessary to remove a portion of the base 
of the middle phalange, to be sure the 
patient will have no further trouble. This, 
of course, is done in addition to the work 
done on the head of the proximal phalanx. 


L. R. M. and N. H. K. 


Joint resection with transplantation 
of the Flexor Digitorum Brevis tendon 


A 20-year-old student came to the office 
presenting contracted second and third toes 
on the right foot with indurated clavi on 
both toes. This definitely made surgery 
the treatment of choice. All laboratory 
findings were normal. 

Procedure: Local anesthesia was pro- 
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duced by 1% Xylocaine®?, a total of 4 cc. 
was used. 

A dorsomedial epithelial lineal incision 
was made extending | cm. distal and 1.5 
cm. proximal from the proximal inter- 
phalangeal articular surface, in the 2nd 
toe right foot and the margin retracted. 
The proximal interphalangeal articulation 
was identified, and a dorsal transverse inci- 
sion was made through the tendons of the 
extensor Digitorum Longus and Brevis. 
Using further digital pressure on the distal 
aspect of the toe in a plantarward direc- 
tion, the joint was disarticulated, exposing 
the Flexor Digitorum Longus and Brevis 
tendons. These were then separated from 
the plantar aspect of the head of the prox- 
imal phalanx by sharp dissection. The head 
of the proximal phalanx was then removed 
with bone rongeurs and the distal portion 
of the shaft was smoothed with a bone rasp. 
The two slips of the Flexor Digitorum 
Brevis which are attached to the sides of 
the second phalanx were then dissected 
free and held with an Allis forceps. The 
two slips were then brought over the dorsal 
aspect of the shaft of the proximal phalanx, 
sutured together and then sutured into the 
dorsal aspect of the shaft. No attempt was 
made to repair the resected dorsal tendon, 
or to close the tendon sheath. Four- 
tenths cc. Hydrocortone®* was then depos- 
ited into the wound. The skin was closed, 


checked for good approximation, and su- 
tured. (A similar procedure was _per- 
formed on the third toe of the right foot.) 
The wounds were closed with 000 Derma- 
lon sutures, and dressed with Telfa®* and 
sterile gauze. 

Postoperative treatment: The following 
day the outer dressing was removed, and 
a new one applied. At the end of the 
tenth postoperative day the sutures were 
removed. Three days thereafter the second 
toe was coaptated completely; however, the 
third toe was slightly open. Tincture of 
Merthiolate®® and Aureomycin Ointment®* 
were applied and the toe redressed. Three 
days afterward, the wound was healed. 
Radiographs were then taken, and the pa- 
tient discharged. 

Comment: This particular technic seems 
to work very well where the proximal 
phalanx is contracted, since the flexor digi- 
torum tendon when transplanted helps to 
hold the toe in better position. The heal- 
ing time seems to be somewhat longer than 
in a plain resection, probably because the 
surgery is a little more extensive. 


L. R. M.and N. H. K. 


®' Abbott Laboratories. 

®* Astra Pharmaceutical Products, Inc. 

®' Merck & Co., Inc. 

@* Bauer & Black. 

®* Eli Lilly & Company. 

®® Lederle Laboratories Div. American Cyanamid 
Company. 


My father taught me to work; he did not teach mc to love it. 
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Abraham Lincoln 
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THE PODOPEDIATRIC CLINIC 


JOHN T. SHARP, D.S.C. 

Chairman, Committee on Children's Foot Health 
This section is devoted to a discussion of the problems peculiar to the child’s foot. A separate 
subject will be considered each month, on a question and answer basis. Members are invited 
to send in their questions relative to the various phases of podopediatrics. Questions will be 
answered in accordance with the heading under which they fall. 


KNOCK-KNEE AND BOWLEG 


What are the causes of knock-knee in 
childhood? 


Tue causes of this conditon are numerous. 
It may in many instances be physiologic in 
nature, and here represents a temporary 
phase through which the extremity passes 
on its way to postural maturity. It may 
be due to congenital developmental defects 
in the bones forming the knee joint or in 
the ligaments supporting this articulation. 
Systemic disease such as rickets (of the vi- 
tamin resistant type especially) , polyostotic 
fibrous displasia, the Fanconi Syndrome, 
osteomyelitis, and poliomyelitis may pro- 
duce knock-knee. Other causes are trauma 
to the epiphyses about the knee, static pos- 
tural problems (such as pes valgoplanus 
and torsional problems of the leg) and 
Blount’s Disease. 


What is “Vitamin Resistant Rickets’? 


This is a condition in which the patient 
displays clinical and roentgenological signs 
of rickets in spite of the fact that he has 
been receiving adequate dosages of vitamin 
D. These patients are the victims of a 
hypophosphatemia of unknown origin. 
The serum vitamin D content is normal. 


What is Polyostotic Fibrous Dysplasia? 
This is a rare disease characterized by 
conversion of portions of the osseous skele- 
ton into fibrous tissue. It usually begins 
in early childhood, and is recognized clini- 
cally by large cutaneous nevi, early sexual 
maturity, disturbed gait, pathological frac- 
tures, and skeletal deformity. The x-ray 


picture is essentially one of patchy irregular 
areas of rarefaction which involves the 
shafts of the long bones, the epiphyses 
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being unaffected. There is usually a defi- 
nite elevation of the serum phosphatase. 
The cause of this condition is unknown. 


What is the “Fanconi Syndrome”? 

This is actually a form of rickets which 
frequently displays a strong hereditary 
tendency. It is characterized by dwarfism, 
epiphyseal disturbances, hypophosphate- 
mia, gylcosuria, and albuminuria. A per- 
sistent acidosis is often present, and some- 
times cirrhosis of the liver may be observed. 
It often produces severe osseous deformity. 
This condition is not benefited by vitamin 
D therapy. 


What are the causes of bowleg in the child? 

In a general sense, the etiology given for 
knock-knee also applies to bowleg. Com- 
monly bowleg results from habitually as- 
sumed posture, either intra-uterinely or 
post-natally. In such instances, internal 
tibial torsion is a common accompaniment. 


Does pes valgoplanus encourage the pro- 
duction of knock-knee? 

Pes valgoplanus frequently is a factor in 
the production of knock-knee deformities. 
The pronated position of the foot results 
in static strain of the ligaments at the me- 
dial aspect of the knee with subsequent 
stretching of these structures. 


What is the management of knock-knee 
complicated by pes valgoplanus? 

In dealing with a situation of this type, 
one must always check for the presence of 
external tibial torsion, since it is often 
undetected by the chiropodist in these in- 
stances. The management of knock-knee 
complicated by pes valgoplanus consists of 
the following measures: 1. Control of the 
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foot posture by adequate shoe or appliance 
therapy. In addition to the usual measures 
this should include medial wedging of both 
heel and sole. In most instances the height 
of these wedges is about 14”. 2. If exter- 
nal tibial torsion is present it must be 
controlled by a Denis Browne splint. 
3. The child’s sleeping and sitting habits 
must be carefully supervised, since the 
habitual assumption of attitudes which 
encourage external rotation of the leg often 
makes it impossible to adequately control 
the knock-knee case. These attitudes in- 
clude sitting in frog-like fashion, with the 
legs externally rotated and the feet ab- 
ducted, and sleeping in the prone position 
with the extremities externally rotated. 
4. Certain forms of play such as skating are 
also to be discouraged, since these too en- 
courage the deformity. 5. Knock-knee 


exercises are prescribed several times daily. 


How is the shoe wedged in cases of bowleg 
complicated by pes valgoplanus? 

Usually the technique known as “cross- 
wedging” is employed in such situations. 
This consists of a medial heel wedge in 
conjunction with a lateral sole wedge. The 
practice of placing a lateral sole wedge in 
both heel and sole is to be discouraged 
since it encourages the production of a 
pronated foot. If the entire shoe is wedged 
laterally one should always employ a 
medial longitudinal support as well, in 
order to prevent the production of prona- 
tion in the foot. 


Is the Denis Browne splint used in treat- 
ing bowleg? 

Since this deformity is often concomitant 
with an internal rotation deformity of the 
tibia, it is often necessary to employ the 
Denis Browne splint. 


Which is more difficult to cure, bowleg or 
knock-knee? 

Generally speaking, bowleg is usually 
more resistant to therapy than is knock- 
knee. This, of course, applies only to the 
uncomplicated cases of both disorders. 
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Are bowleg and knock-knee ever physio- 
logical? 


At certain ages and within certain limits 
of deformity, both of these conditions are 
physiological. Bowleg of the physiological 
variety is usually present up to about the 
eighteenth month of life. At this point 
many children, especially girls, because of 
the wider female pelvis, go over into a phys- 
iological knock-knee, which in turn per- 
sists until about the fifth year. Within these 
age groups, knock-knee and bowleg are not 
usually considered to be abnormal unless 
the actual degree of deformity is excessive. 
In knock-knee, with the patient standing, 
knees barely touching and feet pointing 
straight ahead, the distance between the 
medial malleoli should not exceed about 
two inches. In bowleg, with the patient 
standing, feet pointing straight ahead, and 
the malleoli barely touching, the distance 
between the knees should not exceed two 
inches. In general, abnormal degrees of 
these two deformities will result in awk- 
ward or impaired gait. It should be em- 
phasized that in all instances of knock-knee 
and bowleg the patient should be exam- 
ined for rotational deformities of the leg. 


What is “Blount’s Disease’? 


This disorder is also known as “osteo- 
chondritis deformans tibiae” and “Tibia 
Vara.” It is essentially an avascular ne- 
crosis involving the medial one-half of the 
epiphyseal plate at the proximal end of 
the tibia. Blount described two types of 
this disorder: an infantile form, occurring 
prior to the sixth year, which is usually 
bilateral; and an adolescent form, occur- 
ring after the sixth year, which is usually 
unilateral. The infantile form is usually 
seen in obese children around the second 
year. There is a prominence of the medial 
condyle with an abrupt bowing of the leg 
in its upper third. The varus deformity 
increases in degree as the child gains in 
age and weight. On X-Ray examination, 
there is a beaklike downward and medial 
projection of the medial condyle of the 
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tibia with a varus deformity of the tibia 
beginning just below the proximal tibial 
epiphysis. There may be expansion and 
irregular mineralization of the medial as- 
pect of the epiphyseal plate. The infantile 
forms often recover spontaneously, while 
the adolescent types usually require treat- 


ment. This condition should always be 
suspected in instances where there is a 
bowing of the leg whose apex is at the 
upper third of the tibia. The incidence 
for this disease is between the ages of one 
and twelve years. 

1424 Old York Rd. 


everyday chiropody practice. 


PHARMACEUTICAL PREPARATIONS FOR THE PROFESSION 


Chairman, Council on Chiropodical Therapeutics and Pharmacy 
A column devoted to preparations, new and old, with emphasis on their value and uses in 
This will be a regular monthly column and we invite questions, 
which we shall endeavor to answer, or obtain the answer. 


HARRY L. HOFFMAN, Ph.G., D.S.C. 


Timofax 
Undecylenate Ointment and Foot Powder 


Description: Undecylenic acid is specifi- 
cally fungicidal to dermatophytes. The 
ointment contains 10% undecylenic acid 
(as free acid and potassium salt) in a van- 
ishing cream base. The powder contains 
10%, undecylenic acid in a dusting powder 
base. 


Indications: Athlete’s foot (synonyms: 
dermatophytosis pedis, tinea pedis). The 
ointment is generaly used therapeutically 
and the powder prophylactically. 


Administration: The ointment is rubbed 
well into the affected parts after bathing 
and thorough drying. The powder is 
dusted on to the feet and into the shoes 
and socks. 


Supply: The ointment in tubes of 34 0z.; 
jars of 1 lb. The powder in shaker top 
container of 114 oz. By Burroughs Well- 
come and Company., Inc., One Scarsdale 
Road, Tuckahoe 7, N. Y. 

Typical Prescription 
Rx Ung. Timofax 


Disp. No. 1 Tube 


Sig: Apply daily and use powder in shoes 
and _ socks. 
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Bufferin 
(Antacid-Analgesic} 


Composition: Each Bufferin tablet con- 
tains Aspirin. ..5 gr. Aluminum Glycinate 
..-¥% gr. Magnesium Carbonate. ..114 gr. 


Advantages: Acts twice as fast as Aspirin. 
Clinical studies indicate that the antacid 
agents in Bufferin speed the absorption of 
acetylsalicylic acid. Bristol-Myers tells us 
that clinical studies have proven that even 
in large doses Bufferin does not upset the 
stomach, and that it is 4 to 5 times better 
tolerated than straight aspirin. Even arthri- 
tics can tolerate Bufferin well. Bufferin 
contains no sodium, therefore, it is espe- 
cially suitable for use by cardiovascular pa- 
tients, according to information supplied 
by Bristol-Myers Co. 


Indications: In minor aches and pains, 
simple headaches, neuralgia, muscular and 
joint pains, dysmenorrhea, malaise of com- 
mon cold or grippe and dental pain. In 
arthritis and rheumatic fever. Long range 
results from salicylates are at least equal 
to those from cortisone-like preparations 
with no risk of serious side effects. Bristol- 
Myers cites the fact that Bufferin provides 
effective salicylate therapy without the 
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stomach upset sometimes experienced from 
straight aspirin. 


How Supplied: In bottles of 12, 36, 60, 
and 100 tablets. By Bristol-Myers Com- 
pany, New York, N. Y. 


Aveeno Soap Substitute 
(To Cleanse Sensitive Skin) 


Indications: For cleansing soap-sensitive 
and irritated skin where soaps and chemi- 
cal detergents may irritate the skin or ag- 
gravate the condition. Used, for example, 
in hand eczemas, industrial dermatoses and 
infantile eczemas and in ringworm eczemas 
as in some foot conditions. 


Active Ingredients: Aveeno Colloidal Oat- 
meal. ..in an emollient petrolatum base. 


Application: Squeeze a small amount 
(about 1 inch) of Aveeno Soap Substitute 
into palm of hand. Mix with a little water 
until a creamy consistency is obtained. Ap- 
ply to area to be cleansed and use the same 
as soap. 


Supply: Available in 314 ounce tubes. 
Aveeno Corporation, 250 W. 57th St., New 
York 19, N. Y. 

Typical Prescription 
Rx Aveeno Soap Substitute 

Disp. No. 1 Tube 
Sig: Apply to affected areas in place of soap. 


Sterane Tablets 
Anti-rheumatic 


Description: Scored tablets containing 
prednisolone, the newest highly potent syn- 
thetic corticosteroid, in 5-mg. and 1-mg. 
potencies. 


Advantages: 3 to 5 times more potent 
than hydrocortisone or cortisone; more 
rapidly effective with markedly lower dos- 
age. Sodium and water retention and loss 
of potassium seldom occur on recom- 
mended doses. Other side effects may be 
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milder and are often transitory. Achieves 
positive responses in many arthritic cases 
not adequately controled with other corti- 
costeroids. Simplifies patient’s regimen 
since salt restriction and potassium supple- 
ments are not usually required. 


Indications: Palliative treatment of rheu- 
matoid arthritis, bronchial asthma, inflam- 
matory skin disorders such as atopic derma- 
titis, and collagen diseases. Preliminary 
studies indicate that Sterane demonstrates 
comparably high effectiveness in other con- 
ditions amenable to cortisone and hydro- 
cortisone. 


Dosage: In severe rheumatoid arthritis, 
20-30 mg. daily; in less severe cases, 15-20 
mg. daily. Continue initial dosage until 
response is noted, usually within 3 to 7 
days. If no response is noted within 7 days, 
diagnosis should be reconsidered. Main- 
tenance dosage, 5-20 mg. daily, usually de- 
termined by lowering the initial dosage 
2.5 mg. every 2 or 3 days. If exacerbation 
occurs, raise dosage temporarily. Prescribe 
daily dosage in 4 divided doses, after meals 
and at bedtime. Other usual supportive 
measures should be employed. A liberal 
protein intake is advisable to maintain 
positive nitrogen balance. 

In asthma and various inflammatory skin 
conditions, adjust dosage to fit individual 
need and response. Ordinarily, only 1/3 
the previous hydrocortisone or 1/5 the 
previous cortisone dosage is needed with 
Sterane. 


Precautions: Since Sterane is a_ highly 
potent agent with profound metabolic ef- 
fects, it must be taken under close medical 
supervision. Precautions common to other 
glucocorticoids must be considered. As 
with older steroids, prolonged therapy may 
suppress adrenocortical function: hence it 
may be desirable to institute rest periods 
and stimulate natural function with ACTH. 
Withdrawal should be gradual. In condi- 
tions requiring short-term therapy, side ef- 
fects are rarely a problem, and abrupt with- 


147 


drawal is permissible. If the patient is ex- 
posed to stress of any kind after extended 
hormonal therapy, a temporary course of 
Sterane is indicated to tide the patient over. 
Although potassium deficiency is not usu- 
ally encountered, its potential occurrence 
should not be ruled out entirely. Hyper- 
tensive and diabetic patients may often be 
treated without substantial risk, but the 
practitioner must be alert to the possible 
development of hyperglycemia, glycosuria, 
and elevation of blood pressure. Gastro- 
intestinal distress may sometimes occur, 
antacids are helpful. Occasional insomnia 
and euphoria are usually transient. Re- 
duce dosage or withdraw medication if 
severe mental symptoms appear. 
Contraindications: Active tuberculosis, 
active peptic ulcer, psychosis and prepsy- 
chotic states. Sterane may be employed in 
acute or chronic infections provided the 
adequate chemotherapeutic or antibiotic 
therapy is simultaneously instituted. 
Supplied: White, deep-scored, 5 mg. oral 
tablets, bottles of 20 and 100. Pink, deep- 
scored, | mg. oral tablets, in bottles of 100. 
Pfizer Laboratories, Brooklyn 6, New York. 


Chymar 


An injectable enzyme, for anti-inflamma- 
tory action. 


Description: Chymar is a suspension of 
chymotrypsin, a proteolytic enzyme, in oil 
for intramuscular injection only. Each 1 
ce. contains 5,000 units of tryptic activity. 


Indications: Chronic ulcers (stasis, vari- 
cose and diabetic). Reduction of hemato- 
mas—to hasten absorption. Swelling due 
to trauma, cellulitis, phlebitis, bursitis and 
arthritis, inflammation of the eye (iritis, 
choroidoretinitis, uveitis). 


Administration: Initial course: inject 0.5 
ce. of Chymar deep into the gluteal muscle, 
one to three times daily until clinical im- 
provement is achieved. Reduce number of 
injections as the patient’s response permits. 
Minor discomfort on injection may occur 
occasionally. 
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Attention: Use a thoroughly dry syringe 
because introduction of water into the vial 
may cause a decrease in the potency of the 
enzyme. Chymar should not be given in- 
travenously. 


Supply: In 5 cc. vials. By the Armour 
Laboratories, a division of Armour and 
Company, Kankakee, III. 

Armour cites this case history: A 50-year- 
old male with thrombophlebitis of the left 
leg. Chymar was used, 4 cc. three times 
daily. Prompt regression of the thrombo- 
phlebitis within a period of 48 hours. Max- 
imal improvement was noted during this 
period and then the thrombophlebitis 
gradually subsided within the next 3 or 4 
days. (Written communication to the 
Medical Department of the Armour Lab- 
oratories.) 


Desitin Soap 

Supermild cleanser. Cosmetic and Nur- 
sery Soap. 

Description: An unusually mild soap 
made of the highest quality ingredients. 
It is rich in natural oils which lubricate 
the skin and so do not deprive it of 
natural fats. Lightly scented, hard milled 
to last long. Contains antiseptic hexa- 
chlorophene. 


Action and Uses: Provides a_ rich, 
creamy, abundant, supermild lather which 
is ideal for cleansing baby’s tender skin. 
Highly useful too in various dermatitis, 
dermatoses and various skin conditions 
which require efficient cleansing with vir- 
tually no sensitization or irritation, as in 
acne, diaper rash, eczemas, atopic derma- 
titis, “housewife’s” eczema, seborrhea, ath- 
lete’s foot, etc. Hexachlorophene helps 
combat secondary infections. 


Application: Used as needed. 


Supply: Desitin Cosmetic and Nursery 
Soap—3 oz. cake. 
Typical Prescription 
Rx Desitin Cosmetic Soap 90.0 
Disp. Cake #2. 
Sig: Use twice daily in place of soap. 
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DIGESTS FROM THE LITERATURE 


Anyone wishing to read the complete article, if not available in your local 
library, may borrow it through interlibrary loan. A microfilm may be borrowed 
from the National Medical Library, Washington 25, D. C., or a photo-duplication 
may be obtained from that library at a cost of fifty cents for five consecutive pages. 


Arthritis 


Skin Tests with Bacterial Antigens in 
Rheumatoid Arthritis, O. Swineford, Jr., 
W. J. Coleman and A. T. Hyde. Ann. 
Allergy 14: 139-44, 1956. 


A second investigation of reactions to 
bacterial antigens in rheumatoid arthritic 
patients is reported. Three types of skin 
tests were used: (1) mixtures of bacterial 
vaccines and of nonbacterial antigens; (2) 
mixtures of polysaccharide and nucleopro- 
tein fractions of certain microorganisms; 
(3) mixtures of 72-hour-old broth culture 
filtrates of microorganisms. Of the more 
than 4,000 skin tests given with a variety 
of bacterial and other antigens, no pre- 
ponderance of reactions to any one anti- 
gen was observed. Of 64 patients receiving 
a mixture of the antigens, 5 showed definite 
improvement; 3 others had marked and 
prolonged remissions which were attributed 
to the antigens. The skin reactions in these 
8 differed in no way from those who did not 
benefit, and a similar variety of reactions 
occurred in a large number of nonarthritic 
patients. Therefore, these skin tests failed 
to identify the cause of arthritis in any of 
the cases. 


Salicylates in the Treatment of Rheuma- 
toid Arthritis (Editorial). South. M. J. 
49: 304-05, 1956. 

Salicylates are being used for their anti- 
inflammatory effects, even more than their 
analgesic activity. Experimental and clini- 
cal observations indicate that the salicylates 
have an ACTH-like effect. To compare the 
effects of the two drugs, in treatment of 
rheumatoid arthritis, 30 patients were 
treated with cortisone and 31 with aspirin; 
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all were early cases, with symptoms ex- 
tending for 3 to 9 months. At the end of 
one year’s treatment, and again at the end 
of the second year of therapy, results were 
compared in terms of joint tenderness, 
strength of grip, tests of dexterity and 
clinical assessment of active disease. The 
findings showed little difference in effec- 
tiveness of cortisone and aspirin. Because 
of its side effects, cortisone therapy has 
lost its popularity. Gastric symptoms aris- 
ing from salicylate therapy are not sufh- 
ciently severe to require stoppage of the 
treatment, and its continued use in large 
doses is favored. 


Circulatory System 
Postphlebitic Syndrome: Major Vein 
Ligation and/or Lumbar Sympathectomy, 
L. T. Palumbo, P. J. Monnig and R. Vespa. 

Amer. J. Surg. 91: 890-93, 1956. 


Physiopathologic changes occurring in 
involved venous channels of the pelvis and 
lower extremities produce considerable dis- 
ablement. Some of these patients also have 
recurrent pulmonary emboli or infarctions 


or a propagating thrombosis. A major 
vein ligation and/or lumbar sympathec- 
tomy were performed on 38 adults, aged 22 
to 72, with symptoms over a period of 6 
to 8 years consisting largely of pain, edema, 
and recurrent phlebitis. All had recurrent 
pulmonary infarctions and/or recurrent 
propagating thrombosis with increasing 
disablement before operation. Sympathec- 
tomy produced a dry, warm extremity, 
with improved circulation and elimination 
of recurring fungus infections. Major vein 
ligation prevented recurrent phlebitis; 30 
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to 50 per cent of the patients were able to 
return to work; walking distance was im- 
proved in 40 per cent. The combined pro- 
cedure in cases of postphlebitis syndrome or 
chronic thrombophlebitis produced bene- 
ficial results outweighing any possible un- 
desirable sequelae, increasing the over-all 
activity of the patient. A combined venal 
ligation and sympathectomy therefore is 
considered the procedure of choice. 


Clinical Effects of Azapetine (Ilidar) on 
Peripheral Arterial Disease, ]. M. Stall- 
worth and J. V. Jeffords. J.A.M.A. 161: 
840-43, 1956. 


Azapetine was administered to 52 pa- 
tients with peripheral arterial disease, 
either orally in daily doses of 75 or 100 
mg., or by slow intravenous injections 
over a 30-minute period in doses of 1 mg. 
per/kg. body weight in 250 cc. saline solu- 
tion. Of 30 patients followed up, only 9 
showed failure, and of these one-half re- 
ceived only 75 mg. per day. Clinical find- 
ings included increased warmth of extremi- 
ties, relief of claudication and pain, in- 
creased oscillometric amplitude, increased 
exercise tolerance, and healing of ulcers. 
Of 11 patients with vasospastic type of 
peripheral vascular disease, only one failed 
to obtain relief, but this was a far ad- 
vanced case in the obliterative stage. Since 
hypotension occurred in a few patients, the 
smallest effective dosage of the drug should 
be used orally and parenterally. Hypersen- 
sitivity is indicated by the immediate oscil- 
lometric readings. The conclusions are that 
azapetine is a potent arterial vasodilator 
in the treatment of the vasospastic element 
in arteriosclerotic obliterative disease. Re- 
sponse to the drug given orally or intra- 
venously correlates closely with that fol- 
lowing sympathectomy. 


Neuropathy in Peripheral Vascular Dis- 
eases: Its Bearing on Diabetic Neuropathy, 
E. C. Hutchinson and L. A. Liversedge. 
Quart. J. Med. 25: 267-74, 1956. 
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Of 90 infirmary patients examined for 
treatment of peripheral vascular disease, all 
of whom suffered from intermittent clauda- 
tion, 58.8 per cent showed evidence of 
neurological abnormality in the lower 
extremities due to the underlying vascular 
disease. In 11 these subjective sensory dis- 
turbances were present without abnormal 
signs. In 42 patients neurological abnor- 
malities were recognized with or without 
subjective symptoms. Ages ranged from 
40 to 80 years; those from 71 to 80 showed 
a higher percentage of such abnormalities, 
but no correlation could be determined 
between age and the neuropathy. Muscle 
wasting in the lower limbs was noted in 
only 5; muscular weakness in only 1; dis- 
turbance in sensory function of peripheral 
nerves, producing subjective symptoms 
and /or objective sensory loss was described 
in 42 of the total patients examined. The 
commonest symptom was tingling in the 
foot or lower third of the limb. In almost 
all cases the symptoms of perivascular dis- 
ease overshadowed neurologic symptoms. 
The neurological picture in these patients 
differed from that of diabetic neuropathy 
in that the neurologic abnormalities were 
confined to the regions supplied by the 
diseased vessels, with no evident involve- 
ment of the autonomic system, as fre- 
quently observed in diabetics. Moreover, 
in diabetic neuropathy signs and symptoms 
are prominent, but are only secondary in 
peripheral vascular diseases. 


Emotions and the Peripheral Vasomotor 
System: A Review of Previous Work, B. 
Ackner. J. Psychosomat. Res. 1: 3-20, 1956. 


A review of the literature is presented on 
the influence of emotional factors on the 
peripheral vasomotor system, on the rela- 
tionship of emotionally determined periph- 
eral vasomotor responses to various bod- 
ily disorders, and peripheral responses in 
mental disorders. The techniques are de- 
scribed for measurement of human periph- 
eral vasomotor activity, including ther- 
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mal methods (measurement of variations 
in skin temperature as an index to periph- 
eral blood-flow), and _plethysmographic 
methods (variations in volume in the ex- 
tremities or parts of the extremities), as 
devised by Swammerday, and revised later 
by other investigators. Some physiologic fac- 
tors of importance in recording of periph- 
eral vasomotor response are discussed, 
including a description of nervous path- 
ways of vasomotor response; volume varia- 
tions in the plethysmographic curve, vas- 
omotor activity to stimuli, influence of 
temperature changes and of limb position- 
ing, influence of blood pressure changes, 
and influence of sleep. 115 references. 


The Relationship Between Anxiety and 
the Level of Peripheral Vasomotor Activ- 
ity: An Experimental Study, B. Ackner. J. 
Psychosomat. Res. 1: 21-48, 1956. 


Many common factors are noted in the 
various efforts to correlate mental states 
with bodily changes; for this reason quan- 
titative study of the relationship of emo- 
tional disturbance to circulatory changes is 
difficult. It was shown earlier that the 
influence of emotional disturbance on the 
size of finger plethysmographic pulse- 
volume indicates that this is a suitable 
technique for study of peripheral vaso- 
motor activity. An experimental investiga- 
tion was undertaken of the hypothesis that 
under proper testing conditions, sleep in- 
duced by seconal in the morning results 
in an increase in the finger plethysmo- 
graphic pulse-volume in manifestly anxious 
subjects, but in relaxed subjects little or 
no change is manifested. 

Three types of subjects were studied: pa- 
tients manifesting anxiety, psychiatric pa- 
tients not subject to anxiety symptoms, and 
controls. Significant differences were found 
in these three groups in size of pulse. 
volume during the resting state and in 
increase in pulse-volume during sleep. A 
significant pulse-volume increase during 
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induced sleep occurred in the anxiety 
group, differentiating them from subjects 
in the other groups, thus confirming the 
hypothesis. In a majority of the subjects 
sleep came within one-half hour; it was 
allowed to continue for 45 to 60 minutes. 
Vasodilation, if it occurred, reached its 
maximum in the early stages of sleep. The 
anxiety group had a pulse-volume increase 
far greater than the controls and the non- 
anxiety subjects; the nonanxiety group had 
a small increase, differentiating them from 
the controls. It is suggested that vasocon- 
striction of the skin vessels on an emotional 
basis must be part of a bodily alerting 
reaction to stress, and probably serves to 
divert blood to areas which are becoming 
mobilized for offensive or defensive action. 


Hemorrhagic Diathesis with Increased 
Capillary Fragility Caused by Salicylate 
Therapy, P. G. Frick. Am. J. M. Sc. 231: 
402-06, 1956. 


That salicylate therapy increases capil- 
lary fragility was demonstrated in three 
cases in which hemorrhagic symptoms fol- 
lowed long-continued use of aspirin. One 
woman had taken 4 to 8 tablets daily for 
arthralgia for about eight years. Another 
woman had taken aspirin intermittently, 8 
to 10 tablets a day for twenty years for 
arthritis. A man, confined to a wheelchair 
because of a crippling rheumatic arthritis 
had taken the same number for twenty 
years. All these patients had a positive 
Rumpel-Leeds test and abnormal bleeding 
time. Only one had a minimal prolonga- 
tion of prothrombin time. Normal hemo- 
stasis tests were recorded after stopping 
the drug. When the drug was resumed in 
two cases, a positive Rumpel-Leeds test 
and abnormal bleeding time recurred. 


Dermatology; Allergy & Fungus Diseases 


Role of Animals as Vectors of Human 
Fungus Diseases, L. K. Georg. Trans. New 
York Acad. Sci. 18; 639-47, 1956. 
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Although wild and domesticated animals 
suffer from many of the systemic, subcu- 
taneous and cutaneous mycotic infections 
of man, there is no conclusive evidence that 
fungus infections are transmitted from one 
host to another. However, cutaneous my- 
coses or ringworm infections of animals 
can be transmitted to man and can become 
public health problem. Included among 
such agents are Microsporum canis, M. gyp- 
seum, Trichophyton verrucosum, T. men- 
tagrophytes var. granular, T. equinum, T. 
gallinae. Rodents play an important role 
in transmission of some of these diseases in 
rural areas. In some of the fungus diseases 
both man and animal acquire the infec- 
tions directly from the soil. 


Glyceryl Triacetate (Triacetin) as a Fun- 
gicide, S. A. M. Johnson and J. L. Tuura. 
Arch. Derm. 74: 73-75, 1956. 

Glyceryl (triacetin) used in an ointment 
or in alcoholic solution in treatment of 80 
patients with fungus or yeast infections, 
was found to have a fungicidal and/or 
fungistatic action, without producing toxic 
effects. Superficial infections of Candida 


albicans, cutaneous infections of Blastomy- 
cosis dermatitidis, and cases of onchomy- 
cosis failed to respond to this therapy. In- 
fection due to T. mentagrophytes, M. lano- 
sum, E. floccosum, M. furfur, and Nocardia 
tennis respond well, and in those cases 


which recurred after treatment were 
promptly cured by reapplication of the 
agent. Cases of tinea versicolor were 
cleared in 2 to 4 weeks. Ten of 19 cases of 
M. audouini, treated unsuccessfully with 
various fungicides for 4 to 36 months, were 
cured; the remainder showed improvement 
and no progression of disease. Twenty-five 
per cent of glyceryl triacetate ointment 
proved more effective than five per cent, 


and as effective as fifty per cent. 


Simplified Office Mycology, H. M. Rob- 
inson, Jr., M. M. Cohen, R. C. V. Robin- 


152 


Vol, 


son, and E. S. Bereston. What's New, No. 
194: 15-18, Spring 1956. 

Simple methods of culturing, staining 
and sterilization are presented which the 
general practitioner may use, regardless of 
his lack of knowledge regarding medical 
mycology. The medium used is described: 
A l-gm. packet of standard Difco Saubou- 
raud’s powdered medium is dissolved in 
150 cc. tap water and 50 mg. chlorampheni- 
col added to prevent bacterial contamina- 
tion. This is divided into four flasks and 
sterilized by boiling over a Bunsen burner 
for 10 minutes, or pressure sterilized in a 
pressure cooker; medium inoculated when 
cool, and the unused medium stored in a 
refrigerator. The stain used is Parker “51” 
Superchrome blue-black ink with 20 per 
cent solution potassium hydroxide, 15 cc. of 
each. Microscopic examination must be 
made immediately after staining. 


A New Steroid-Antibiotic Ointment: 
Report of Its Use in 108 Patients with Der- 
matoses, H. M. Levin and C. B. Sutton. 
Amer. Pract. 7: 594-95. 

A preparation containing 1% hydrocor- 
tisone with polymyxin B (5000 units per 
Gm.), bacitracin (400 units per Gm.) and 
neomycin (5.0 mg. per Gm.) in a low- 
melting-point ointment base, applied to in- 
volved areas in a thin film three times a 
day, was administered in 108 cases of vari- 
ous dermatoses, for periods ranging from 2 
to 30 days. Markedly benefited were cases 
seborrheic 
pruritus ani and pruritis vulvae. Patients 


of otitis externa, dermatitis, 
with contact dermatitis responded favor- 
ably and those with lichen simplex chroni- 
cus improved moderately. The combina- 
tion of an antibiotic and a steroid did not 
lessen the effect of either, but somewhat 
enhanced their effectiveness. 


The Role of Antibiotics in Dermatology, 
F. O. C. Meenan. J. Irish Med, Assoc, 38: 
71-73, 1956. 

The antibiotics are of least importance 
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in dermatology, because (1) bacterial in- 
fections of the skin can be controlled 
usually by such remedies as mercury and 
the analine dyes; (2) dermatologists hesi- 
tate to apply irritating and sensitizing 
agents to the skin without sufficient cause. 
The agents most commonly used are peni- 
cillin, streptomycin, neomycin and _baci- 
tracin, the tetracycline group, chloram- 
phenicol, erythromycin and Polymyxin-B; 
they are used topically in vanishing cream 
bases or as powders. 

Before using antibiotics the causative or- 
ganism and sensitivity must be determined. 
In impetigo antibiotics should not be used 
systemically, and used topically only when 
a speedy result is necessary, for example, 
before a social event. A broad-spectrum an- 
tibiotic such as tetracycline applied as a 
dusting powder is recommended as well as 
systemic administration. Antibiotics afford 
only temporary relief of sycosis barbae. In 
acute attacks tof furunculosis systemic use 
of penicillin or broad-spectrum antibiotics 
is effective but should not be used hap- 
hazardly in recurrent furunculosis. ‘Topi- 
cal use is condemned in treatment of in- 
fected seborrheic dermatitis and infective 
eczema; the risk of sensitization is too great. 
Internal use of antibiotics in acne vulgaris 
is not of great value, but improvement may 
follow its use in hidradenitis suppurativa, 
but relapse follows withdrawal. Systemic 
antibiotics are important in treatment of 
infantile eczema. Results of antibiotic ther- 
apy in virus infections of the skin are un- 
predictable, but they considerably modify 
the course of dermatitis herpetiformis or 
pemphigus. Antibiotics have not replaced 
the time-honored medications and the lat- 
ter should not be abandoned to provide 
spectacular but transient relief. 


A Note on the Antiseptic Value of Cer- 
tain Pectin Pastes, J. N. Bone and C, F. 
Poe. J. Am. Pharm. Assoc, 45: 350, 1956. 


An investigation is reported of the anti- 


septic effect of certain common dermato- 
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logic medicinals in pectin pastes, and 
comparisons made regarding the antiseptic 
value of the phenol incorporated in U.S.P. 
phenol ointment and in pectin paste. 
Phenol in pectin paste is only slightly in- 
hibitory in 2 and 4 per cent concentrations 
and shows no activity in the U.S.P. oint- 
ment base. Phenol 6 to 10 per cent in 
both bases had about the same penetrating 
power, but in pectin paste the action was 
bactericidal, and bacteriostatic in the U.S.P. 
ointment. The pectin pastes were stable 
for 3 months stored at room temperature, 
except when the pH range of the finished 
product was above 6.5; when the paste 
was hardened by the presence of iodine; 
and when the medicinals were insoluble 
in the pH range of the paste. 


Drug Therapy 
Adrenocortical Steroids, Their Deriva- 
tives, and Corticotropin, Paul Hirsch. 
Arch. Dermat. 73: 342-54, 1956. 


A review is presented of the basic phar- 
maceutical principles, systemic and local, of 
the adrenocortical hormones, their new de- 
rivatives and corticotropin, with emphasis 
on their use in skin diseases and their pos- 
sible side-effects. The greatest benefits de- 
rived from their use are in diseases of in- 
flammatory type. Sudden termination in 
their systemic use may result in a rebound 
phenomenon, the diseases sometimes being 
more severe than before therapy. In such 
diseases as pemphigus, acute generalized 
exfoliate dermatitis and disseminated lupus 
erythematosus, hormonal therapy may be 
life-saving, but dosage must be extremely 
high. Side-eftects therefore should be an- 
ticipated and steps taken in their control. 
In less acute, self-limiting diseases, the ther- 
apy will depend upon the severity of the 
attack and the patient’s comfort; this in- 
cludes acute allergic reactions to drugs and 
contact allergies. If the patient is not re- 
exposed short-term hormonal therapy may 
help the patient over the acute stage, and 
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be terminated before side-effects occur. In 
chronic disease not threatening to life, side- 
effects of hormonal therapy may outweigh 
the temporay relief afforded. Adrenocorti- 
cal steroids and corticotropin are contrain- 
dicated in chronic skin diseases such as 
psoriasis, chronic phases of scleroderma, 
alopecia areata, and chronic lichenified le- 
sions. Fluorocortisone ointment has a 
slightly faster response in lower doses than 
hydrocortisone, but can produce complica- 
tions even in small amounts. 49 references. 


The Place of Nystatin in Chemotherapy 
(Editorial), H. Welch. Antibiotics 2: 79- 
82, 1956. 


Overgrowth of Candida albicans in the 
gastrointestinal tract is apparently in- 
creased following administration of anti- 
biotics. A large percentage of the many 
strains of C. albicans isolated from secre- 
tions of hospitalized patients proved sensi- 
tive to 8 units/ml. of nystatin; the re- 
mainder required 12 to 16 units/ml. Re- 
ports have been made of successful use of 
nystatin in treatment of infections due to 
C. albicans, including oral, vaginal and 
cutaneous monilias. It has been used in the 
form of ointments, solutions, powders, 
troches, vaginal suppositories and vaginal 
gels. It shows effective antifungal action 
during administration of neomycin and 
polymixin. Its use has been recommended 
in cases of leukemia and in very sick or de- 
bilitated patients who required broad- 
spectrum antibiotic therapy for protracted 
periods. But not all patients using these 
antibiotics should receive nystatin, since 
some are adversely affected. The most likely 
candidates for nystatin prophylaxis are 
those in whom monilia overgrowth is likely 
to occur during broad-spectrum antibiotic 
therapy, such as those receiving concurrent 
cortisone therapy, diabetics, infants, par- 
ticularly premature ones who are prone to 
develop thrush, and pregnant women with 
vaginal monilia; but not all of these can 
be included. ‘The combined use of ny- 
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statin and broad-spectrum antibiotics must 
depend upon the clinical judgment of the 
physician in the individual case. 


Education and Research 


The Six Unities in Medical Research, 
F.C. Albritton. J.A.M.A. 161: 328-33, 1956. 


Observation of all the “six unities’’ in 
medical research—unity of time, place, ma- 
terial, procedure, personnel and mental 
attitude—is necessary for correct experi- 
mentation, since violation of one of them 
makes a firm conclusion impossible. These 
unities are logically defined in detail. 


Miscellaneous 


Effect of Stress, the Adrenal and the 
Pituitary on Healing, S. A. Localio, J. 
Chassin and M. MacKay. Amer. J. Surg. 
91: 521-24, 1956. 


Experiments with laboratory animals in- 
dicate that different varieties of stress asso- 
ciated with adrenal hypertrophy produce 
an inhibition in healing. The greater the 
stress, the greater is healing depressed and 
the more marked is the adrenal hyper- 
trophy. The findings do not support the 
concept that mobilization of protein frag- 
ments as a result of stress promotes heal- 
ing. The experimental data indicated that 
the adrenalectomized animal which does 
not mobilize protein as a result of stress, 
heals as well as or even better than the non- 
adrenalized animal The growth hormone 
has a supportative function in healing 
processes. 


Musculoskeletal System 


Fundamentals and Technique of 
Arthrography, T. F. Wolfe. X-Ray Tech. 
27: 171-74, 1956. 


Arthrography (pneumoarthrography) 
was done in more than 100 cases in the 
past two years. It is an outpatient pro- 
cedure for examination of the knee joint. 


47, No. 3, Tut JOURNAL of the NATIONAL 


LS 
Ry. 
: 
| 
a 
© 
= 
f 


Perfect positioning of the patient and per- 
fect angulation of the central ray are nec- 
essary. Through use of this procedure un- 
necessary surgery may be avoided and 
where surgery is indicated, multiple in- 
cisions may be avoided by the isolation 
of the source of trouble. 


The Foot as a Support, J. H. Hicks. Acta 
Anat. 25: 34-45, 1955. 


The five independent weight-bearing 
units of the foot function without any aid 
from muscles, each acting variously as a 
beam and as an arch (truss). Each serves 
as beam and arch simultaneously in the 
low arch position of flat standing, the load 
being shared by the two mechanisms. How- 
ever, each unit acts only as an arch in the 
high arch position produced by windlass 
action (as in toe-standing). That is, in the 
toe-standing position, the arch mechanism 
takes over the beam mechanism; this results 
from extension of the toes at the metatarso- 
phalangeal joints winding up the windlass 
as described. In the extreme heel-raised 


position the whole load is assumed by the 


arch mechanism and the arch rises. In the 
ball of the foot, level of each metatarsal 
head (and therefore the weight it bears) , 
depends upon the degree of ray flexion in 
its own unit, no interdependence existing 
between a metatarsal head and its neigh- 
bors. Acting together, the five units can 
support much more body weight whether 
acting exclusively either as beams or arches. 
The arch flattening force measured accord- 
ing to tension in the plantar aponeurosis, 
when the weight is entirely on the ball of 
the foot, is approximately twice the body 
weight; but when the weight is borne en- 
tirely on the heel its arch flattening effect 
is zero. 

These findings resulted from study of six 
freshly amputated specimens of young 
adults whose other foot was unaffected and 
who were otherwise normal clinically and 
radiologically. Each of the five rays in the 
foot which form part of a weight-bearing 
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unit is in the form of a triangle, standing 
on edge and in the saggital plane. The five 
units are set’side by side and fused in their 
posterior parts; weight-bearing surfaces of 
each are the metatarsal head and heel. 


Arthrokinetic Reflex of the Knee, L. A. 
Cohen and M. L. Cohen. Amer. J. Physiol. 
184: 433-37, 1956. 


A study of 30 sets of records from eleven 
decerebrated cats was made to determine 
whether the activation of knee joint pro- 
prioceptors can produce reflex responses. 
These records showed the presence of re- 
sponses in the quadriceps femoris and semi- 
tendinosus muscles when the knee joint was 
rotated. The typical tension response of 
this muscle to joint flexion was a decrease 
in resting tension. Knee flexion always de- 
creased the tension of the quadriceps and 
increased the tension of the semitendinosus. 
These responses to joint movement were 
abolished by sectioning of the articular 
nerves. ‘These data indicated that the re- 
sponses in the quadriceps and semitendino- 
sus during movement of the joint are reflex 
in nature and originate from _proprio- 
ceptors in the capsule of the knee. Reflex 
responses in these two muscles are inversely 
proportional to each other; also, reflex re- 
sponses in both show the greatest change 
at the same positions of the knee joint. This 
indicates that the same receptors are re- 
sponsible for both responses; therefore, 
these responses constitute a single reflex. 

It is suggested that the function of the 
knee arthrikinetic reflex is to reinforce and 
coordinate flexion-extension movements of 
the leg; and, further, the arthrokinetic re- 
flex may be concerned with the powerful 
stretch reflex of the quadriceps, a stretch 
reflex so strong that it is activated by small 
amounts of stretch. The suggestion is also 
made that other joints designed for flexion- 
extension movements may be equipped 
with arthrokinetic reflexes of a similar na- 
ture and function. 
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Arthrogryposis: A Clinical and Patho- 
logical Study of Three Cases, A. Kanof, 
S. M. Aronson and W. B. Volk. Pediatrics 
17: 532-4, 1956. 

Cases occurring in three children aged 
21%, 5% and | year are reported as typical 
examples of arthrogryposis, a term used to 
describe a syndrome of congenital malfor- 
mation, the principal one being a flexion 
deformity of the joints. All three children 
showed typical characteristics of the disease: 
marked adduction and flexion deformities 
of the joints, secondary dislocations from 
prolonged unopposed action of special 
muscle groups, anomalies of the extremi- 
ties including microdactyly and webbing 
and reduced size of peripheral muscles and 
entire absence of others. All had spasticity 
and hyperactivity of tendon reflexes of the 
lower extremities. Evidence of brain in- 
volvement suggesting disease of the central 
nervous system rather than a_ primary 
anomaly of joint or muscle was confirmed 
by histologic studies. Muscle biopsies in 
the three children and a post-mortem ex- 
amination of the youngest child, who sud- 


denly died after 214 years of hospitalization, 
suggested that this disease may be an in- 
fantile form of neuromuscular atrophy and 
not a primary disease of either the joints 


or the muscles. Steroid and prostigmine 
therapy had no lasting effect; ACTH pro- 
vided a slight effect in freeing motion in 
the small peripheral joints. 


Fractures of the Ankle. V1. Follow-up 
Studies. T. B. Kristensen. Arch. Surg. 73: 
112-21, 1956. 


An evaluation was made of the effective- 
ness of treatment in a series of 232 patients 
with fractured ankles, treated in a Den- 
mark hospital over a 5-year period, by 
the Lange-Hansen methods of reduction 
and immobilization, as compared with the 
methods previously used. This was deter- 
mined by roentgenograms and follow-up 
examinations 3 or more years after treat- 
ment. A group of 239 patients from two 
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other hospitals, treated before the Lange- 
Hansen methods were introduced, served as 
controls. These procedures included man- 
ual reduction sometimes without anesthe- 
sia; immobilization in unpadded plaster 
casts, and occasionally reduction and osteo- 
synthesis. Subjective and clinical results 
were considered. They showed a fairly 
good agreement. Of the total 471 patients, 
285 showed good clinical results and of 
these 91 per cent had good subjective re- 
sults also. Follow-up studies revealed good 
anatomic results in 237 patients. 

The types of fractures considered were 
supination-eversion, supination-adduction, 
pronation-eversion, and pronation-abduc- 
tion fractures; methods of treatment is de- 
scribed in each, together with comparison 
of results of reduction. Follow-up studies 
contrasted results according to condition 
of the fracture on admission, whether there 
was good position of the fracture, medium 
position, or poor position. Evaluation of 
all factors led to the conclusion that con- 
siderable improvement in results was ob- 
tained by use of Lange-Hansen methods. 
In severe forms of ankle fracture, that tech- 
nique gave a good result in 70 per cent as 
compared with 42 per cent in the control 
group. The difference was not as great in 
less severe forms of fracture. 


The Painful Heel: A Controlled Trial 
of the Value of Hydrocortisone, N. J. Block- 
ley. Brit. M. J. 1: 1277-78, 1956. 


Treatment with hydrocortisone of 22 
painful heels of 22 patients, aged 40 to 80, 
all of whom except one were short and 
stocky, heavy, or obese, is discussed. The 
pain had existed for 6 weeks to 18 months, 
and was usually episodic. Except for one 
patient who was on his feet for only two 
hours a day, the patients did arduous work 
requiring them to be on their feet from 6 
to 12 hours daily. Twelve of the 22 painful 
heels had calcaneal spurs but only in three 
was the spur on the painful side. The spurs 
seemed unrelated to onset or severity of the 
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symptoms. Thirteen received an injection 
of 25 mg. of hydrocortisone into the pain- 
ful area; 9 as controls received an injection 
of normal saline. Results of therapy were 
determined at 1, 3 and 4 weeks and again 
in 6 to 8 months. Hydrocortisone acetate 
showed no therapeutic advantage over 
saline solution. 


Radiography of the Extremities in Rela- 
tion to Injury, M. O. Chesney. Radiog- 
raphy 22: 113-21, 1956. 


A discussion is presented of the work and 
responsibility of the radiologist in an acci- 
dent service of an industrial and urban 
area. The technique is described in detail 
in preparation of radiographs of various 
parts of the upper and lower extremities. 
The radiologist needs to be equipped with 
knowledge of the various techniques, limi- 
tations of each, and modifications which 
may produce the best results. A high sense 
of achievement results from positive demon- 
stration of a fracture had_ been 
doubted or unsuspected. 


which 


Since the dorsum of the foot slopes in 
two directions from the base of the pha- 
langes to the proximal tarsus and from 
the lateral to the medial edges of the foot, 
the tarsometatarsal may be clearly shown 
by use of the following procedure: (a) use 
of a double angulation of the x-ray tube, 
(b) use of a radiolucent wedge of which 
the tilts are compensatory to those of the 
foot, or (c) angulation of the x-ray tube 
toward the ankle and raising of the outside 
edge of the foot on a small pad of non- 
opaque material, the patient leaning the 
knee inwards. The author prefers the third 
method since the film shows the tarsus and 
metatarsus and their articulations well 
separated. 


On Pathologic Retardation of Move- 
ment: A Plea for Closer Attention to the 
Speed Factor of Movements, G. H. Monrad- 


AssociaTION of Marcu, 1957 


Krohn. Acta psychiat. et neurol. scand. 30: 
289-91, 1955. 


Alteration in speed is a factor of great 
importance, both for diagnostic purpose in 
clinical observation and in obtaining neces- 
sary data for assessment of any motor in- 
validity. Two fundamental properties of 
movement are (1) the strength of the 
movement concerned, and (2) the speed of 
the movement. Maximum values of both 
should be obtained; record of strength 
alone is only a half statement. Mere re- 
tardation of movement may represent an 
important incapacitating factor, irrespec- 
tive of strength of movement. Retardation 
of movement is not always accompanied by 
loss of strength. Many pareses of central 
origin are characterized by this dissociation 
between a markedly impaired speed of 
movement and a comparatively or entirely 
unimpaired strength of movement. This 
is diagnostically important because it 
points to a central origin of the motor im- 
pairment. 


Anatomical and Functional Investiga- 
tions on the Articulation of the Human 
Fingers, J. M. F. Landsmer. Acta Anat. 25: 
Supp. 24, 1955, 69 pp. 


Following a review of classic and mod- 
ern literature on the anatomy and function 
of the human hand, an integral anatomic 
and functional concept of the fingers is 
presented, with emphasis upon the fascia 
of the hand and fingers, the interossei mus- 
cles and their mode of insertion, the meta- 
carpophalangeal joints with their asym- 
metry of course and size, and finally a 
method is described for locating the axis 
of rotation of a joint by x-ray photographs. 
Studies were made by dissection of the 
human hand layer by layer, and by longi- 
tudinal incisions made through all layers 
of the dorsum of the hand. The findings 
are given in detail with excellent illustra- 
tions. 

Whereas the superficial fascia and deep 
fascia blend with one another over the dor- 


157 


sum of the finger, the intertendinous fascia 
which is adherent to the proximal border 
of the dorsal aponeurosis, proceeds as a 
separate layer between the transverse 
lamina and the capsule and inserts with the 
capsule on the proximal border of the first 
phalanx. The metacarpophalangeal liga- 
ments are not only asymmetrical in size and 
course, particularly in the index and me- 
dius, but asymmetry occurs also in the 
heads of the metacarpal bones and in the 
bases of the phalanges. Flexion, extension 
and abduction are allowed by these oblique 
lateral ligaments. Contra-lateral  move- 
ments are not inhibited by an oblique liga- 
ment; the greater the obliquity the greater 
the contra-lateral abduction permitted; the 
nearer to the cleft the wider the range of 
contra-lateral motion. The phalangeal 
tendons of the interossei play a selective 
role in the grasping patterns of the hand, 
the fingers acting in cooperation with the 
thumb. 35 figures. 


Children with Muscular Dystrophy, H. 
M. Wallace, M. Lending and H. Rich. 
J. Pediat. 48: 568-66, 1956. 


A review of American literature for the 
past 10 years revealed only one report on 
the needs of children with muscular dys- 
trophy. Approximately 200,000 persons 
in the United States have this disorder. A 
questionnaire regarding previous and pres- 
ent needs, and care of children with muscu- 
lar dystrophy was sent to families of the 
185 children under 21 registered in New 
York City during 1955; replies on 92 chil- 
dren were received; 38 of the remaining 93 
were found and visited. Thus information 
regarding 130 children was available. A 
report is presented of 100 children with a 
confirmed diagnosis, who were still living. 
Studies were made regarding ages, familial 
incidence, initial symptoms, current symp- 
toms and signs, use of appliances; health 
problems, current medical care, physical 
therapy, occupational therapy, speech ther- 
apy, education, recreational service, need 
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for assistance, and additional community 
services necessary. 

The findings showed 26% had compli- 
cating health problems; many medical 
agencies had given care in the past, but 
38% of the children were receiving no care 
at present; 38% had not visited a physician 
or clinic within the past 6 months; 70% had 
received physical therapy in the past and 
299%, were receiving it now; most of the chil- 
dren were being educated at home; 10% 
were receiving occupational therapy and 
11° had an organized recreational pro- 
gram; 47% of the families had inadequate 
housing and 78% of the families said they 
needed additional community services. 

Although physical therapy cannot be ex- 
pected to improve the muscular condition, 
if continued under medical supervision it 
may prevent contractures, scolosis, and foot 
deformity. Therapeutic service may assist 
in establishing basic activities of daily liv- 
ing. The study showed the need for im- 
provement of social, medical, educational 
and recreational services. 


A Preliminary Study of Selective Plantar- 
Muscle Denervation for Pes Cavus, G. J. 
Garceau and M. A. Brahms. J. Bone & Jt. 
Surg. 38-A: 553-62, 1956. 


The four deforming muscles which act 
when the muscle balance of the leg is dis- 
turbed, as in pes cavus, are the abductor 
hallucis, flexor digitorum brevis, flexor hal- 
lucis brevis, and quadratus plantae. The 
results of a preliminary study in a series of 
47 feet of patients aged from 414 years to 
17 suggest that selective plantar-muscle de- 
nervation may prevent progressive increase 
of pes cavus, with a resultant improvement 
in foot balance, performance, stability and 
position, and also stimulation of better 
growth. The technique of plantar-muscle 
degeneration is described and illustrated in 
detail. The operation should be performed 
if possible before the last period of rapid 
growth. The procedure is recommended 
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when the deformity is congenital or results 
from infantile paralysis or congenital club- 
foot. One patient with a residual clubfoot 
deformity caused by arthrogryposis and 
one with myelodysplasia failed to improve. 
No unfavorable results such as neurotro- 
phic changes or flat feet were observed. Of 
28 postpoliomyelitic children, 22 reported 
improvement of performance, including 
smoother gait, better balance, greater en- 
durance in weight bearing and greater 
ability to wear braces; 10 of 16 who had 
worn mismated shoes were able to wear 
shoes of one size. 


Peroneal Translocation for Paralysis of 
Plantar Flexor Muscles, E. C. Elkins, J. M. 
Janes, et al. Surg., Gynec. & Obst. 102: 
468-71, 1956. 


Indications for operation in paralysis or 
weakness of the plantar flexor muscles are: 
limping due to inability to exert upward 
and forward thrust from the anterior part 


of the foot; inability to climb stairs or to 
walk rapidly; severe talipes cavus, and cal- 
caneal deformity tending to develop. Of 
34 operations performed on 30 patients 
aged from 6 months to 28 years, poliomyeli- 
tis had preceded the condition except in 
2 cases. In these two, one had a nerve in- 
jury, the other had feet congenitally and 
severely deformed. The postoperative com- 
plications were: in 6 a varus deformity re- 
sulted from removal of the strong everting 
component in the peroneus longus muscle, 
which caused imbalance between evertors 
and invertors of the foot; in 3 the incisions 
did not heal primarily; in one an equinus 
deformity developed; one had a cellulitis 
which prolonged convalescence. Results 
were good or excellent in 73.5 per cent; 
poor or failure in 26.5 per cent. The sur- 
gical procedure is described in detail. The 
operation can be done relatively early in 
the chronic stage of poliomyelitis. A long 
period of immobility is not required. 


Association of Cxiropopists, Marcu, 1957 


The Chronic Subluxating Ankle, J. H. 
Kelly and J. M. Janes. Arch Surg. 72: 618- 
21, 1956. 


Injuries to the ligaments of the ankle 
may lead to chronic subluxating ankles. 
The Watson-Jones reconstruction of the 
lateral ligament of the ankle was used suc- 
cessfully at the Mayo Clinic for over a 
4-year period in patients aged 18 to 56 
years; the average duration of symptoms 
in these patients had been about 7 years. 
The peroneus brevis tendon was severed 
from its muscular origin and run through 
a quarter-inch drill hole made in the fibula, 
and through a drill hole in the talus at the 
sinus tarsi level, and from there back 
through a drill hole in the fibula, where 
the tendon is attached to itself. This pro- 
cedure was found to restore the anterior 
talofibular ligament by use of a tendon 
which does not stretch. In cases where the 
peroneus brevis tendon was not of sufficient 
length, the tendon was either split, or a 
split segment of the peroneus longus ten- 
don was used, or the peroneus brevis 
tendon was not drawn through a second 
drill hole in the fibula. 


Nervous System 
Role of the Physiatrist in the Manage- 
ment of Pain, F. H. Krusen. Proc. Mayo 
Clin. 31: 218-20, 1956. 


Many physical agents may be used in re- 
lief of pain. These include mobilization of 
the painful area, use of radiant heat from 
lamps and bakers, diathermy, ultrasonic 
energy, the fever cabinet, conductive heat- 
ing (paraffin bath), whirlpool baths; con- 
trast baths, heat to buttocks to cause reflex 
vasodilatation, immersion in a Hubbard 
tank, exercises and a rocking bed. Such 
physical agents can be very helpful in con- 
trol of various types of pain if used in 
accordance with known physiologic prin- 
ciples. 


Low Back Pain, G. S. Hackett, Brit. ]. 
Phys. Med. 19: 25-35, 1956. 


That prolonged, recurring low back pain 
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referred in the extremities is often caused 
by relaxation of the articular ligament is 
not often recognized because the disability 
of ligaments is not understood. Relaxed 
ligaments accompany fractures, compressed 
and degenerated discs, spondylolisthesis, 
arthritis, degenerative diseases, weak ankles, 
poor posture and obesity. Treatment by 
injection of a proliferating solution within 
the fibrous strands of the ligament to stimu- 
late production of an increased amount of 
fibrous tissue has proved successful in elimi- 
nating pain and disability in 82 per cent of 
a series of 543 patients who received more 
than 3,000 injections over a 16-year period. 

Pain is produced by overstimulation of 
the sensory nerves when the relaxed liga- 
ment stretches under normal tension. 
Diagnosis is made by application of pres- 
sure with the thumb at the trigger point of 
pain. The etiology and symptoms of liga- 
ment relaxation and differential diagnosis 
are discussed. 


New Growths 


Metastatic Tumors of the Bones of the 
Hands and Feet, R. H. Hutchinson. Bull. 
Tulane M. Faculty 15: 115-17, 1956. 


A case is reported of a 35-year-old colored 
woman who had a right pneumonectomy 
for removal of a squamous cell carcinoma 
with abscess formation. Several months 
later x-ray examination of a painful area 
on the left foot showed bone destruction 
in the shaft of the fourth metatarsal. Bi- 
opsy revealed a squamous cell carcinoma. 
Metastases also occurred in the fifth, eighth 
and tenth ribs, frontal bone and right 
ilium. Death occurred four months later. 
Another case was that of a 65-year-old 
colored man with a painful thumb. X-ray 
study showed density over the right lung 
base. Biopsy and x-ray of the thumb re- 
vealed epidermoid carcinoma grade II and 
an osteolytic process of the thumb involy- 
ing two-thirds of the proximal phalanx and 
the distal end of the first metacarpal. A 
specimen obtained by bronchoscopy showed 
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epidermoid carcinoma of the lung. Death 
occurred in about two months. Review of 
the literature showed various primary tu- 
mors metastizing to the bones of the hands 
and feet; 11 were in the hands; 14 in the 


feet. Of the latter, 3 occurred in the tarsal 
bones, 2 in the astragalus, 1 in the cal- 
caneus, 6 in the metatarsals and 2 in the 
toes. The primary tumors in these cases 
arose in the lungs, testicles, ovaries and 
other sites. 


Periosteal Chondroma; Report of a 
Case, D. L. Alcott and M. Dubansky. Amer. 
J. Clin. Path. 26: 394-95, 1956. 


These small benign cartilaginous tumors 
arising in the periosteum occur oftenest in 
the small bones of the hands and feet. With 
growth, the pressure produces excavation 
of the underlying bone. Dense sclerotic 
cortical bone is found at the base of the 
cavity, which can be distinguished radio- 
logically. A case is reported in a 5-year-old 
girl; the tumor occurred on the proximal 
phalanx of the left little finger. The growth 
did not recur after excision. 


Hemangiomas of the Extremities, E. W. 
Johnson, Jr., R. K. Ghormley and M. B. 
Dockerty. Surg., Gynec. & Obst. 102: 531- 
58, 1956. 


Ninety-three cases of hemangioma of the 
extremities, all surgically treated, are re- 
viewed. In 20 cases the tumors were dif- 
fuse, that is, could not be excised at one 
operation, were made up of more than one 
coalescent mass, or were more than 12 
inches in diameter. In the other 73 cases 
the growth was discrete, that is, lacking in 
these criteria. The commonest symptoms 
in discrete hemangiomas were pain and 
the presence of a palpable tissue mass. The 
commonest symptoms in the diffuse tumors 
were painful swelling and tender tissue 
mass. The tumor tissues varied in color 
from bluish red or purple to reddish brown 
or reddish gray and resembled sponges dis- 
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tended with blood. The hemangiomas, dif- 
fuse or discrete, were of cavernous or capil- 
lary type or a combination of both. The 
discrete tumors were well localized whereas 
the diffuse growths ramified over the in- 
volved extremities. The presenting symp- 
tom of pain, occurring in 61 per cent of 
cases, is unexplained. Positive roent- 
genologic findings were reported in 65 per 
cent of diffuse cases and in 44 per cent of 
the discrete. In the 20 cases of diffuse 
tumors, 46 operations were performed, 3 of 
them amputations; simple excision of the 
growth sufficed in discrete tumors; no 
deaths occurred. Of those occurring in the 
upper extremity, 86 per cent were below or 
distal to the elbow; 57 per cent of those in 
the lower extremity were below the knee. 


Verrucae Vulgares et Plantares Treated 
with Ultrasoft X-Rays, E. A. Knudsen and 
E. Amdrup. Acta dermato-vener. scand. 
35:379-89, 1955. 


Untreated warts may have spontaneous 
cure in 514 to 27 months. Any one method 
of treatment used, outside of radiation, has 
little value above another. Radium and 
roentgen therapy are equally good, but 
roentgen therapy is preferred because of 
the short period of treatment required, ease 
of administration, homogeneous irradiation 
afforded by roentgenotherapy, and the dif- 
ficulty in placing radium in certain fields. 
Large quantities of radium are required in 
treating multiple warts. Roentgen-rays are 
less dangerous to the operators than 
radium. 

Roentgenotherapy is curative in 80 to 
90 per cent of cases. The greatest possible 
proportion of the dose should be applied 
to the affection itself and as little as possi- 
ble to adjacent unaffected tissues. Cells 
below the affected area may be spared by 
using soft x-rays. They also prevent radio- 
necrosis and disfiguring scars. The effects 
of ultrasoft x-ray therapy corresponds to 
that obtained in therapy of warts by x-rays. 
The technique of Ebbhoj is described. 2,492 
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patients with verrucae vulgares and 1,972 
with verrucae plantares were thus treated. 
Of 475 patients followed up, cure had been 
effected in 88.8 per cent. Only one treat- 
ment was required in 90 per cent; in a 
majority of cases results followed in 6 
weeks. Treatment was with ultrasoft roent- 
gen rays produced at 30kV with a H.V.L. 
of 1.35 to 1.43 mm. of skin; the dose was 
3,000 to 4,000 r in one sitting. Radio- 
necrosis occurred in none. 


A New Treatment for Resistant Warts: 
Report of 300 Cases, M. D. Steinberg. 
Surgery 39: 642-44, 1956. 


The need for extensive surgery, skin 
grafting, or radiation in treatment of 
plantar, mosaic and other resistant verrucae 
may be eliminated in a great majority of 
cases. A solution was used containing vita- 
min A Palmitate (2.96 Gm.) , alpha toco- 
pherol (0.4 Gm.), sesame oil (0.6 Gm.), 
polysorbate 80 U.S.P. (10.0 Gm.) and dis- 
tilled water (100 ml.). Control tests were 
conducted on each ingredient, alone or in 
combination. Verrucae regressed only when 
vitamin A was included in the solution. 
The procedure used is described. Only 7 
failures occurred in 300 cases, and these 
were due to keloidal barriers caused by 
previous treatments and to fissures which 
allowed the vitamin to escape. This treat- 
ment caused rapid regression of the 
patches; no recurrences were noted. 


Wart Charming, F. O. Goss, Biography 
22: 75-77, 1956. 


Various “charms” used in vanquishing 
warts are described, dating from 1562. 
They consist of local applications, symbol- 
ism, and white magic. The reasons for the 
cures obtained are not suggested. 


Psychotherapy 


The Psychological Management of the 
Pre- and Postoperative Patient, W. C. Hulse 
and L. Lowinger. Amer. Pract. 7: 927-36, 
1956. 


161 


Psychologic responsibilities in pre- and 
postoperative periods of a patient's sick- 
ness rest upon the family physician. His 
understanding and support contribute to 
the gradual rehabilitation of the patient, 
to re-establishment of physical and emo- 
tional functioning and ultimate recovery. 
Preoperatively the patient fears injury and 
mutilation and the prospect of being made 
unconscious. A brave front on the part of 
the patient may conceal an approaching 
breakdown. Fears and tension may be 
allayed by explaining the effects of anes- 
thesia and its prevention of pain. If pos- 
sible anesthesia should begin in the pa- 
tient’s room, preceded by mild sedation. 
He should be allowed to express his fears 
so that the physician can overcome them 
and mitigate his tension. A limited amount 
of indulgence on the part of the medical 
personnel helps the patient before and 
after operation. A critical attitude will 
frighten the patient, make him hostile and 
make him psychotherapeutically inacces- 
sible. He should be given physical and 
spiritual comfort to intensify his deter- 
mination to survive. Post-operatively the 
patient is given special care and attention 
which he will lack at home and if conva- 
lescence is prolonged he may feel he is 
resented as a burden and his physical and 
emotional rehabilitation retarded. Sus- 
tained psychologic guidance by the family 
physician will relieve the resulting ten- 
sions. Amputees particularly need encour- 
agement to prevent depression and _pos- 
sible development of suicidal tendencies. 


Physical Medicine; Rehabilitation 


The Concept of Disability, E. Cockerill 
and H. M. Margolis. J. Chronic Dis. 3: 
167-179, 1956. 


Consideration of the “social situation” 
of an individual must take into account 
such factors as state of the labor market, 
sets of arrangements and discriminatory 
features which regulate the distribution of 
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commodities and services related to medi- 
cal care and rehabilitation, privileges ac- 
corded certain groups and cultural atti- 
tude toward other groups, for example, the 
blind, aged, mentally deficient, epileptic 
and schizophrenic. The social worker must 
possess sufficient understanding of the social 
forces operating in a specific situation. The 
state of disability is fluid rather than static, 
and significant alteration in the nature 
of one or more aspects of the total situa- 
tion can produce changes in other causa- 
‘tive factors. Even the mentally defective, 
accorded a more or less outcast status in 
society, might function adequately if the 
social environments could be sufficiently 
supportive. 


Office Physical Therapy: What It Cannot 
Do, A. M. Pruce. South. M. J. 49: 497-99, 
1956. 


Unsuccessful physical therapy with pro- 
longed invalidism in 100 referred cases was 
considered due to incomplete or faulty 
diagnosis, inadequate therapy, or prema- 
ture termination of treatment. Faulty diag- 
nosis was due to inadequate neurologic ex- 
amination, failure to evaluate muscle 
strength, or overlooking the emotional sta- 
tus of the accident prone patient. Heat 
therapy can increase circulation, produce 
muscular relaxation, and improve the nu- 
tritional status of tissue, thereby control- 
ling pain and stiffness. It will not restore 
motion, prevent contractures nor develop 
muscular strength. Heat therapy must be 
supplemented by individually prescribed 
massage and therapeutically rational exer- 
cise. Canes, arm-slings and crutches are not 
substitutes for adequate immobilization or 
bedrest. No one physical therapeutic meas- 
ure will provide adequate treatment for the 
objective: freedom from pain, restoration 
of functional range of joint motion, and 
sufficient strength to permit return to full- 
time employment. 
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Relation of Ultrasound Effects to the 
Orientation of Tendon in the Ultrasound 
Field, J. W. Gersten. Arch. Phys. Med. 37: 
201-09, 1956. 


These experiments were carried out in 
frogs for a period of 4 months. After sound- 
ing was performed small sections of tendon 
were removed and extensibility studies 
made. It was noted that if tendon in vitro 
is oriented parallel to an ultrasound field, 
a reversible increase in water content and 
an irreversible increase in extensibility 
occur, which are produced with no meas- 
urable rise of tendon temperature. In the 
presence of testicular hyaluronidase sound- 
ing produces no greater increase in exten- 
sibility than sounding in saline solution. 
The greatest increase in extensibility is in 
the segment of tendon nearest the ultra- 
sound head; this effect decreases linearly 
with depth. 


Disability Evaluation, A. H. Whittaker. 
Amer. J. Surg. 91: 708-11, 1956. 


Evaluation of disability requires not only 
a study of the localized area of injury, but 
also study of the “whole person,” and the 
effect of the injury upon the human organ- 
ism in relation to the world in which the 
person must continue to exist. The factors 
to be considered, therefore, are trauma to 
the structures, effect upon the personality, 
the financial status of the patient includ- 
ing Social Security benefits, diagnosis by 
the physician, and attitude of rehabilita- 
tion agencies, of governmental and social 
agencies, and also attitude of management 
toward employment of the handicapped. 
To properly appraise the disability poten- 
tial requires a knowledge of diagnostic pro- 
cedures to evaluate the consequences in 
terms of healing and degenerative changes. 


Rheumatoid Diseases 


Osteo-Arthritis: An Approach to Surgical 
Treatment, J. Trueta. Lancet 1: 585-89, 
1956. 


AssociaTION of Marcu, 1957 


A 4-year study of osteo-arthritis showed 
that the factor principally responsible for 
initiation of the degenerative process is 
the wrong distribution of intra-articular 
pressures. This explains the order of 
severity and frequency of occurrence: spine, 
hip, knee following each other closely and 
ankle affected less commonly. Furthermore 
it was found that the disorder always begins 
in the cartilage, which as it degenerates 
is invaded profusely by vessels from under- 
lying areas of bone. It seemed apparent 
that the entire disorganization of the joint 
and the vascular reaction producing either 
bone atrophy or bone proliferation were 
caused by the cancellous ‘bone’s inability 
to discharge its structural requirements 
after the hyaline cartilage had lost its 
resilience and elasticity. 

Even though some endocrine or infec- 
tious disorder may initiate degeneration 
of the cartilage, osteo-arthritis seems to be 
mainly a disease of joint tissues due to 
wrong distribution of joint stresses. Redis- 
tribution of pressures across the joint may 
bring cure. It had been noted that follow- 
ing interruption of the blood supplying 
the metaphyseal cartilage by use of the 
Charnley device, the layers of hypertrophic 
cartilaginous cells multiplied until they 
might more than double the number in 
normal cartilage. When blood was sup- 
plied to the ischemic area of the meta- 
physis, normal bone appeared, but this did 
not occur on the epiphyseal side; the 
degeneration there was irreparable. Degen- 
eration of the articular cartilage is followed 
by subchondral vascular proliferation into 
the cartilage, abolishing its resilience and 
causing pain. Pain causes limitation of 
joint movement so that a lesser area of 
the head of the femur and the acetabulum 
supports the weight longer; muscular spasm 
added to these factors leads to destruction 
of the joint. 

Believing therefore that biological, not 
mechanical factors are responsible for 
failure of arthroplastic methods generally 
used, a prosthesis, preferably of stainless 
steel and vitallium, was used in treatment. 
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A large head in contact with the newly 
moulded actabulum resembling the Smith- 
Petersen cup, was generally satisfactory. It 
was shaped similarly to the Judet mush- 
room, but it was connected to the neck 
by a screw with rather large flanges and 
a narrow core. The bone remains alive 
between the flanges of the screw as with 
other types of screws. The weight-bearing 
area was augmented by introduction of 
the large flanges. The patient was kept 
off his feet for at least two months to permit 
revascularization of the central part of the 
neck between the flanges. The preliminary 
findings indicate that the intrinsic cur- 
ability of the osteo-arthritic process can 
be obtained when the laws of Nature work- 
ing through mediation of blood flow 
through the tissues are respected. 


Cortisone Versus Asperin, (Editorial) . 
Lancet 1: 325-26, 1956. 


Cortisone is no more effective than as- 
perin in early arthritis, as shown by a num- 
ber of reported studies, nor in cases of 
varying duration. Whether either drug 
effectively alters the progress of the disease 
is not known. The question is raised 
whether cortisone with its known dangers 
ever is indicated in rheumatoid arthritis. 
Prolonged courses are contraindicated. 
There is no proof that cortisone is helpful 
in progressive cases. Numerous investiga- 
tions are discussed regarding the merits of 
cortisone therapy. Before adopting a 
“safe” maintenance dosage it is first nec- 
essary to establish whether use is being 
made of an expensive drug to no good 


purpose. 


New Look in Arthritis, B. Zimmerman. 
Northwest Med. 55: 422-25, 1956. 


The various procedures used in treat- 
ment of arthritis are described and evalu- 
ated. Many former measures are being 
discarded: chaulmoogra oil, bee and snake 
venom, ultrasonic vibrations, visits to spas 
and hot springs or uranium mines. Gold 
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therapy was discontinued but is now being 
used in France but in milder doses which 
are still excessive. Pregnalone, called the 
poor man’s cortisone, produced some ex- 
cellent results in untreated arthritic cases, 
but placebos would have served as well. 
The steroids are of little help in advanced 
crippled cases. Chrysotherapy probably is 
the best treatment in cases of more than 
6 months’ duration, but is toxic unless given 
in small doses. When combined with 
Aralen the improvement rate increased; 
when given with phenylbutazone, its ef- 
fectiveness was not increased. The fact 
must be faced that cortisone and its ana- 
logues are unphysiologic and accomplish 
nothing. It is suggested that the dis- 
crepancies in therapy are due to the fact 
that we are dealing with more than one 
disease process. The brighter side of the 
“new look” seems to be that it sets off 
more and more investigations. 


Rheumatoid Arthritis in a Population 
Sample, J. H. Kellgren and J. S. Lawrence. 
Ann. Rheum. Dis. 15: 1-11, 1956. 


A sampling of individuals aged 55 to 64, 
among a population of 48,000, examined 
clinically, radiologically and serologically 


for evidence of rheumatoid arthritis, 
showed this disease in every grade of 
severity occurred twice as frequently in 
women as in men; titre values in sheep- 
cell agglutination test and also radiologic 
evidence were similar in the two sexes. A 
diagnosis of severe clinical rheumatoid 
arthritis was confirmed radiologically or by 
agglutination test in 9 of each 10 subjects. 
Among 151 men and 132 women with no 
clinical evidence of rheumatoid arthritis, 
13 men and 7 women presented positive 
radiologic and/or serologic evidence of the 
disease. This was considered a failure ir. 
diagnosis. The association between clini- 
cal and radiologic and serologic findings 
except in severe cases of rheumatoid 
arthritis is most unsatisfactory, especially 
in women. 
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Effects of a Phenylbutazone Analog (4- 
[Phenylthioethyl|-1, 2-Diphenyl 3, 5-Pyra- 
zolidinedione) on Urate Clearance and 
Other Discrete Renal Functions in Gouty 
Subjects. Evaluation as Uricosuric Agent, 
T. F. Yi, B. C. Paton, et al. J. Clin. 
Investig. 35: 374-85, 1956. 


A number of phenylbutazone derivatives 
and metabolities are being investigated in 
an attempt to develop an analog having 
anti-rheumatic properties but without 
toxic side-effects of the original compound. 
Since G-25671, in which a phenylthioethyl 
group replaces the butyl side chain of 
phenylbutazone, showed definite uricosuric 
activity, a study was made of its effect on 
renal clearances of inuline, para-aminohip- 
purate, urate, sodium, potassium and 
chloride in a group of gouty patients. 
Inulin clearance was not significantly 
lowered by either G-25671 or phenylbuta- 
zine, but both significantly depress Cpa zy, 
probably due to decreased renal extrac- 
tion of PAH. The much more pronounced 
uriscosuric effect of G-25671 was attributed 
to suppression of tubular reabsorption of 
urate. This new derivative also produces 
much less sodium and water retention and 
exerts its uricosuric action at low plasma 
levels, unassociated with any noticeable 
effect on tubular transport of electrolytes. 
Phenylbutazone, however, causes sodium 
and water retention at low plasma drug 
levels and uricosuria only in plasma drug 
levels of about 10 mg. per cent or more. 
Potassium and phosphate excretion was 
scarcely affected by either drug. 

In 1.0 to 2.0 Gm. daily oral dosages, 
G-25671 appears to have potential useful- 
ness as a uricosuric agent in prevention and 
therapy of gouty arthritis. A rash devel- 
oped in 10 per cent of the 28 patients 
treated; none showed bone marrow depres- 
sion, hepatotoxicity or neurotoxocity. 


Surgical Armamentarium 
Immobilization with Resin-Impregnated 
Plaster Bandages, J]. D. Lowell. J. Bone & 
Jt. Surg. 38-A: 427-31, 1956. 


AssociATION of CHiropopists, MARCH, 1957 


Resin-plaster bandages used in 79 cases, 
with 118 applications, proved a convenient 
and useful cast material for both children 
and adults. The material consisted of a 
ready-to-use bandage of plaster-of-Paris, 
resin and catalyst, bonded to crinoline. 
None of the patients developed sensitivity 
reactions, but one surgeon in frequent 
contact with the resin developed a rash, 
and some time after the study was com- 
pleted, 4 patients developed rashes. Favor- 
able results were obtained in 32 casts ap- 
plied to 22 patients aged from 3 months 
to 10 years, who had club feet. The 
bandage proved satisfactory for large casts 
that had to be worn for long periods, 
which require maximum x-ray permeabil- 
ity; also for casts likely to become wet, 
and in cases where lightness and strength 
are necessary. Of 29 casts for 22 polio- 
myelitis patients, about one-half were bi- 
valved and used as adjuncts to prevent 
development of deformity in patients with 
asymmetrical muscular involvement; the 
remainder were solid or wedging casts used 
to overcome deformities. Long wearing is 


important, and excellent results were re- 
ported in most cases. In scoliosis visualiza- 
tion of the vertebral bodies was “good” to 


“excellent,” in most cases. A unique 
property of the bandage is its ability to 
“heal” after cracking or laminating, with- 
out loss of strength or wearing quality. 


Protection During High-Speed Abrasion 
of Nails, L. Goldman and R. Preston. Arch. 
Derm. 74: 95, 1956. 


A grinding box designed to afford pro- 
tection to operator and patient from dust 
during high-speed abrasion of nails, re- 
ported earlier by these authors, was found 
cumbersome and did not provide means for 
collecting material for culture. A different 
type of protection box is illustrated, which 
is made of lucite, is portable and easily 
used. Dust is confined to the box by plac- 
ing towels over the openings; space within 
the box allows insertion of a test tube to 
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collect material for culture. The box can 
be placed on a portable table and a suc- 
tion exhaust built into the table. 


Modified Subcuticular Skin Suture, G. T. 
Watts. Brit. J. Plastic Surg. 9: 83-84, 1956. 


A modified subcuticular suture is illus- 
trated which was found to be superior to 
the usual form, producing no scar and not 
requiring removal. The suture material is 
2/0 plain catgut on a cutting eyeless 
needle. The knot lies in the fatty layer. 
The suture is drawn through the true der- 
mis at the junction of its deepest and mid- 
dle thirds, and continues in a similar way 
as the usual subcuticular stitch in the der- 
mis. The suture is over-tightened before 
cutting the knot; the ends are cut short, 
and the skin massaged gently to even the 
tension. Its use is suggested in various 


types of wounds, except those on the face. 


A New Appliance for Extension in Re- 
ducing Fractures of the Lower Leg and 
Foot, G. B. Grath. Acta Chir. Scand. 111: 
80-83, 1956. 


A new type of appliance for extension 
in reducing fractures is described and il- 
lustrated. It can be affixed to a standard 
operating table, for use with Kirschner’s 
wire extension in closed and open reduc- 
tion of fractures of the lower leg, ankle 
and foot. Very low, comminuted fractures 
of the lower leg are well suited to this 
type of closed reduction; they are difficult 
to correct in any other way. Besides the 
longitudinal traction upon the lower leg 
provided by other appliances, the new de- 
vice exerts a direct effect upon the distal 
fracture by fixing the Kirschner bow to 
an extension screw by a ball-joint locked 
in any of a number of different positions. 
The detachable cassette-holder with its ro- 
tating support facilitates x-ray examina- 
tions. 
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Some Aspects of Chemical “Sterilization 
of Instruments, E. G. Klarmann. Amer. J. 
Pharm. 128: 4-18, 1956. 


Bacterial spores present on surgical in- 
struments can be of major or minor im- 
portance depending upon the physiologic 
or pathologic material with which they 
come in contact. Sterilization to assure 
elimination of spores may be necessary in 
some instances, whereas disinfection involv- 
ing nonspecific microbicidal action, but 
not necessarily sporicidal effectiveness, may 
suffice in others. Sterilization of instru- 
ments and appliances by steam under pres- 
sure is generally preferred, but the same 
results may be obtained by a short-time 
exposure to boiling dilute aqueous solu- 
tions of selected disinfectants, preferably 
synthetic phenolics of slow volatility with 
water vapors. Formaldehyde preparations 
at room temperature do not afford effective 
sterilization against resistant bacterial 
spores, even when tested after 8 hours of 
contact under experimental conditions pro- 
viding control of sporostasis in subcultures. 
Tuberculocidal action should be part of 
the nonspecific bactericidal spectrum of a 
cold disinfectant used on objects which 
cannot be subjected to heat; this is re- 
quired also in disinfectants for clinical 
thermometers. 


New Suture or Ligature Ampul, S. 
Hirsch. Amer. J. Surg. 91: 983-84, 1956. 


A new type of ampul is demonstrated 
from which material may be easily with- 
drawn as needed through a slotted leak- 
proof plastic fitting. The thread is 
immediately available when the vial is 
uncapped, and does not tangle as it is 
withdrawn. 


Leggings for Lower Extremity Skin Trac- 
tion, C. E. Anderson and R. D. Robbins. 
J.A.M.A. 160; 1315-16, 1956. 


A simple one-piece legging is demon- 
strated which has been used successfully 
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for lower extremity skin traction in 1,000 
cases over a 5-year period. It is of value in 
treatment of low back, pelvic, or lower ex- 
tremity disorders requiring skin traction. 
It can be applied by relatively untrained 
hospital personnel, ambulance drivers, and 
patients themselves. It consists of a single 
unit composed of foam rubber bonded to 
nylon corset material with a two-way stretch 
insert to provide compression, and to per- 
mit minor variations in the shape of the 
leg. Complications arising from its use are 
minor and easily adjusted. 


Accidents with Injections, C. F. Scurr, 
Brit. M. J. 1: 1289-92, 1956. 


With increasing use of injections for 
diagnostic and therapeutic purposes, the 
possibility of incurring infections or acci- 
dents must be recognized. Mild infections 
are common but occasionally severe infec- 
tions occur and can prove fatal. The source 
of the infection may be the instrument 
used or the solution. The most serious 
infection follows intrathecal injections. 
Bacterial infection of the solution is rare 
but can occur, especially in multi-dose con- 
tainers with rubber caps. Cleansing of the 


skin can be done by rubbing the site with 
alcohol or tincture of iodine, unless intra- 
thecal injections are given, which requires 
full surgical asepsis. Various accidents 
which may occur are discussed, together 
with their prevention and treatment. This 
includes broken needles; use of the wrong 
solution; contamination of solution; error 
in selection of site of injection; damage 
to nerves, for example, to the sciatic nerve 
in injection in the gluteal region; injection 
of thiopentone into an artery, leading to 
gangrene and amputation; damage to blood 
vessels resulting in ecchymoses and hema- 
toma. Possible reactions of the patient 
include fainting, collapse during accidental 
intravenous injection, collapse and convul- 
sions following overdosage with local 
anesthetics, development of air embolism 
and of cardiac arrest, and sensitivity to the 
drug. 

Simple rules given to reduce these risks 
include: Ensuring efficient aseptic tech- 
niques; checking identity, strength and 
dosage of drug; checking site of injection 
and correct location of needle point; having 
patient in sitting or recumbent posture, 
carefully observing him during and after 
administration. 


“The world is full of willing people; some willing to work, the rest willing 
to let them.” 


Association of Cuirkopopists, MARCH, 1957 


Robert Frost 
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FIRST COMMISSIONED CHIROPODIST IN 
U. S. ARMY MEDICAL SERVICE CORPS 


On January !1, 1957, Dr. John L. Charlton, Pasadena, Md., was sworn in (above) as the first chiropo- 
dist in the recently created chiropody section of the U. S$. Army Medical Service Corps by Colonel 
Carlton D. Goodiel, Surgeon, Military District of Washington. Below are the officials present at 
the ceremony. Standing, left to right: Lt. Col. E. A. H. Woodman, Office of Deputy Chief of Staff 
for Personnel; Lt. Col. Paul F. Austin, Chief Plans and Policy, Officer Procurement; Colonel Goodiel; 
Major Keith E. Hansen, Medical Officer Procurement. Seated: Colonel Roy D. Maxwell, Chief Allied 
Services, Medical Service Corps; Dr. A. Rubin; Lt. Charlton; Brig. General Albert Watson Il, 
Director, Personnel Plans, Deputy Chief of Staff for Personnel. 
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ORGANIZATION NEWS 
Secretaries of local, state, regional afhili- 
ated, subsidiary and other related organ- 
izations are invited to submit copy for 
this column. 


ARIZONA 

The Arizona Chiropody Association held 
its annual business meeting on January 6, 
1957, at the Westward Ho Hotel in Phoe- 
nix. The following officers were elected: 
President, Dr. Howard B. Seyfert, Jr.; Vice 
President, Dr. Martin Snyder, and Secre- 


tary-Treasurer, Dr. Irwin D. Shapiro. 
A scientific meeting is planned for early 


spring. It will be held in Tucson. 


CONNECTICUT 

Dr. Bernard D. Sherman of Stratford has 
been appointed by Governor Ribicoff as a 
member of the Connecticut Board of Chi- 
ropody Examiners for a term of three years. 

Dr. Sherman is a Past President of the 
Connecticut Chiropody Society and is cur- 
rently on the Board of Directors. He is a 
Fellow and Past President of the American 
Society of Chiropodical Roentgenology. 


ILLINOIS 

The American Society of Chiropodical 
Roentgenology has formed a Chicago chap- 
ter for furthering study in X-ray of the foot 
with the ultimate goal of qualifying for 
fellowship. This will be a monthly study 
group and the meetings are held the fourth 


Wednesday of each month at the office of 
Dr. M. R. Lewis, 3910 W. Diversey, Chi- 
cago. The meeting is open only to those 
who are interested in qualifying for 
A.S.C.R. membership. 


NEW MEXICO 

The New Mexico Association of Chi- 
ropodists held its annual meeting on Feb- 
ruary 3, 1957. The following officers were 
elected: President, Dr. Morris Haas; First 
Vice President, Dr. Paul Stevens; Second 
Vice President, Dr. Miller Lane; Third 
Vice President, Dr. E. Lenore Morris, and 
Secretary-Treasurer, Dr. I. Michael Gross. 

Mr. Stanley Greenwell of the Schering 
Corporation spoke to the group on some 
of the uses of their new drugs. 


OHIO 
Eastern Zone 

Dr. Joseph Doller, Chicago Chiropodist 
and Trainer of the Cardinal's football club, 
spoke on January 20th at Akron on “Treat- 
ment of Foot and Ankle Injuries in Ath- 
letics.” 


OKLAHOMA 

A postgraduate course was held on 
February 16 and 17, 1957, at the Biltmore 
Hotel in Oklahoma City. The subjects 
discussed were: “Common Skin Diseases” 
by Hervey A. Forester, M.D.; “Relation- 
ship of Chiropody to Basic Science Boards” 
by Eugene F. Lester, M.D.; “The Use of 
Ultrasonic Therapy in Chiropody” by Mil- 


THE WM. J. STICKEL ANNUAL AWARDS 
For RESEARCH IN CHIROPODY for 1957 


SPONSORED BY THE 
Journal of the National Association of Chiropodists and The N.A.C. Agency, Inc. 


Thirteenth Year of Awards 


First Award—$400.00 
Fourth Award—$50.00 


Second Award—$250.00 


Third Award—$100.00 
Fifth Award—$50.00 


Members who desire to submit papers should make application on a form which can be obtained 


from the Secretary. 


Research papers on any subject in the field of Chiropody may be offered. The final date on which 


papers will be accepted is April 15, 1957. 


See Rules and Pertinent Information, J.N.A.C. Volume 46, Number |1, page 767, November, 1956. 
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ton Gennis, D.S.C., and “A General Ap- 
proach to the Physiology of Surgery” by 
Ned J. Pickett, D.S.C. 

The lecture was moderated by: Dr. Ralph 
Owens, Dr. Howard Johnson, Dr. H. R. 
Johnson and Dr. L. E. Krausz. 


TENNESSEE 

The annual business meeting of the Ten- 
nessee Chiropody Association was held at 
the Maxwell House in Nashville on Janu- 
ary 19 and 20, 1957. The following off- 
cers were elected: President, Dr. N. David 
Riddle; Vice President, Dr. William J. 
Thomas; Secretary-Treasurer, Dr. Stephen 
A. Lamm; N.A.C. Delegate, Dr. William 
S. King, and N.A.C. Alternate, Dr. Arthur 
Richert. 


PENNSYLVANIA 

The Women’s Auxiliary of the North 
Philadelphia Society entertained a group 
of twenty-five patients of the Philadelphia 
State Hospital at a Christmas party. Re- 
freshments and gifts were distributed by 


Mrs. E. Landis, Mrs. N. Mason, Mrs. C. 
MacMath, Mrs. W. Zigler, Jr., Mrs. C. 
Krausz, Mrs. W. Wolstenholme and Mrs. 
R. Dooley. 

The auxiliaries of the Philadelphia and 
the North Philadelphia Chiropody Socie- 
ties held a combined meeting on January 
29, 1957, at the Broadwood Hotel. Dr. 
Leopold Potkonski of the Pennhurst State 
School spoke on “Mental Health” and ex- 
plained the functions and procedures in 
state mental institutions. 


“Now, now, Miss Hansen, you must have 
confidence." 


THE SKIN 


has a natural, protective 
acid mantle. Alkalies in 
soaps and detergents re- 
move this acid barrier, 
leaving the unprotected 
skin open to attack by 
bacteria and fungi that 
may cause athlete's foot. 


Acid Mantle Creme or 
Lotion restores the normal 
acidity of the skin imme- 


diately, thus restoring the AVAILABLE—Acid Mantle Creme pH4.2 
in 1 oz. tubes, 4 oz. and 16 oz. jars. Acid 
Mantle Lotion pH4.5 in 4 oz. squeeze 
bottles and 16 oz. bottles. 


CHEMICALS INC. * 


109 W. 64th ST. NEW YORK 23, 


The ONE-AND-ONLY 


Acid Mantle 


CREME or LOTION-DOME pH4.2 
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WOMEN'S AUXILIARY 


An Appeal to the Members of the 
National Association of Chiropodists 


The fact that membership is the lifeline 
of any organization cannot be overempha- 
sized. Success in this vein can be attrib- 
uted to constantly stressing the impor- 
tance of membership, with a program based 
on the three R’s—recruiting, retaining and 
reinstating. 

Throughout the year our auxiliaries 
have had many social activities at which 
time prospective members became indoc- 
trinated with the many phases and pro- 
grams in which they can participate and 
the satisfaction to be derived from such 
participation. 

We are cognizant that working in close 
liaison with members of the Association 
in such phases as public relations, student 
recruitment, audio-visual education, indus- 
trial foot health, philanthropic and com- 
munity relations projects, richer dividends 
in the growth and betterment of the pro- 
fession are produced. Sharing common in- 
terests and ideals, combining efforts for 
both social pleasure and fund-raising en- 
deavors, directly influences the building of 
a more stable profession and accelerates 
the rate of its growth. 

We must continue to expand our hori- 
zons. Our activities should express a di- 
versity of interests to make the larger ap- 
peal we need, if we are to grow. We must 
bring out the individual’s own specific in- 
terests by creating new areas of auxiliary 
activity in line with projects not previously 
tried. 

March is the month designated for 
membership appeal. How can you be of 
service, doctor? Mainly, by creating more 
interest, encouragement, and enthusiasm 
along the avenues of membership in a chi- 
ropody auxiliary. Plan now to bring your 
wife to the next meeting. Usually both 
groups meet at the same time and place. 
The auxiliary hospitality committee will 
be on hand to welcome all guests and 
members. 

If excessive distance to a central meeting 


CLINICAL EVIDENCE: 


HYDROCORTISONE 

IN ACID MANTLE® BaSE 
MORE EFFECTIVE 
IN SKIN THERAPY 


Exclusively 


CORT- 
DOME 


Creme or Lotion-DOME-pH4.6 


“.. The beneficial effects of 
Hydrocortisone appear to be 
enhanced by placing it in 
Acid Mantle Creme base, 
producing an acid prepara- 
tion compatible with the 
normal pH of the skin. We 
have found that 144% Hydro- 
cortisone in the above base 
is about as effective as 1% 
in most conditions treated.” 
Lockwood, James H., Cmdr., MC, USN 
U.S. Naval Hospital, San Diego, Cal. 


Bulletin of the Association of Mili- 
tary Dermatologists, June 1955, p. 2 


CORT-DOME 
will be found particularly 
effective for treatment of 
general and acute inflam- 
mation of the skin and ecze- 
mas of the feet and legs. 


AVAILABLE 
3 strengths: 4%, 1%, 2% 
CREME (jars) % 0z., 1 0z., 
2 oz., 4 0z., 16 oz. LOTION 
(plastic squeeze bottles) 
% 0z., 1 0z., 2 oz., 4 0z., 1 pint. 


CHEMICALS INC. 
108 WEST 64th ST. NEW VORK 23. NY. 
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place is a problem to a member of an 
auxiliary in your locale, we offer a 
membership-at-large for her convenience. 
For the nominal sum of $3.00 per annum, 
she automatically becomes a member of 
the state and national auxiliary. New 
members will be provided with a copy of 
both State and National Constitution and 
By-Laws, membership card for 1957-58, the 
National Membership Directory, plus the 
official state and national bulletins. Each 
issue will keep the new member supplied 
with chiropody news and views from local 
to national levels. With the latest infor- 
mation available, your wife will have a 
better understanding of the business affairs 
at chiropody meetings and conventions. 
Checks for membership-at-large are to 
be made payable to the N.A.C. Women’s 
Auxiliary in the amount of $3.00. Mail 
checks to the National Treasurer, Mrs. 
Cleotha Parham, 5328 East 26th St., Tulsa 
14, Oklahoma. Dues are payable now. 
For information regarding membership in 


an auxiliary nearest you write Mrs. Par- 
ham. 

We continue our search for new and 
better techniques for enlarging our mem- 
bership and look forward to the future 
with confidence and reassurance. 


MiriaM SuHor, President 
N.A.C. Women’s Auxiliary 


DR. TURNBULL RECEIVES OUTSTANDING 
CITIZENSHIP AWARD 

Dr. A. D. Turnbull of Ravenna, Ohio, 
was presented the outstanding citizenship 
award at the Ravenna Junior Chamber of 
Commerce awards dinner. This award is 
presented each year to a man or woman 
adjudged a significant contributor to civic 
welfare through the years. 

Dr. Turnbull was born in Carbondale, 
Pa. He graduated from Penn State with 
a bachelor of science degree in health edu- 
cation and from the Ohio College of Chi- 
ropody in 1948. He has been active in 
promoting organized youth activities. 


known for 


Their outstanding, skilled craftsmanship in the appliance of old-fashion and modern 
hand-made foot appliances for any binds of deformity as well as Balance Inlays, 
Levy and Sansone Molds, Celastic, and arches of oak sole leather with blue tempered 
steel springs; also flexible type of supports of cork and rubber. 

We also construct any type of stainless steel plates. 

The priceless knowledge and experience which we learned and inherited from our 
fathers enable us to be very proud of our scores of years in orthopaedic work. 
Every appliance constructed in our laboratory is hand made. We DO NOT HAVE 
ANY STOCK APPLIANCES OF ANY KIND. 

It is our proud privilege to serve you and the profession in your every need and we 
look forward to hearing from you in the near future. Write for our literature, 


The home of individual 
orthopaedic appliances 


NEW YORK 24, N. Y. 


LEVY & RAPPEL, INC. 


384 COLUMBUS AVENUE 
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COMMUNICATION 
FROM THE PROFESSION 


A letter to the Editor: 


To encourage cooperation between chi- 
ropodists throughout the United States and 
also to encourage reciprocity, I feel sure 
that publication of the following letter 
will be very helpful. 


Charles H. Delano, D.S.C. 
Dear Dr. Delano: 


After attending the St. Louis Associa- 
tion of Chiropody meeting held in Jan- 
uary 1957, Dr. Claude Hiles of 1911 
State Street, Granite City, Illinois, and 
I were recalling the circumstances which 
prompted our plan for assisting each 
other in our practices during vacations, 
or in case of illness. 

Last August when Dr. Hiles was ill and 
I was preparing to check into the hospi- 
tal in early September for surgery, it 
occurred to us if we both had Illinois 
and Missouri licenses we could cover for 
each other by going into the other's 
office and carrying on his practice one 
or two days a week. This would also 
accommodate the patients and legally 
protect the doctor and the patient. 

In October Dr. Hiles was interviewed 
by the Missouri Board and received his 
license that month. He feels that the 
satisfaction of knowing his family’s se- 
curity is assured has reduced the pressure 
and has improved his physical well-being 
very greatly. I too can attest to the fact 
that knowing I will be receiving the IIli- 
nois license has relaxed me enough so 
that I no longer experience occasional 
nights of insomnia. 

J. J. Corriveau, D.S.C. 


Adler Surgical still leading the field! 
Latex shields with exclusive qualities! 

Flesh color 

Tear resistant 

Reinforced 

Guaranteed against lamination separation 

Quality appearance 

Accompanied with personal public relations 

Less than seven days’ service from receipt 

Chlorinated. . . . Our own development to eliminate 

‘Tacky’ feel of latex even without use of powder. 

Send negative impressions. No charge for pouring 
positives by our individual dental techniques. 
An adjunct to your treatment of excrescences, prom- 
inences, deformities . . . Helomata, bunions, sesamoids, 
Calcaneal spurs, and posterior calcaneal bursitis. 
To enhance your patient service. To provide for future 
patient services. Start now! Use latex shields! 


USE ADLER LATEX SHIELDS! 
ADLER SURGICAL SUPPLY CO. 


"A WONDERFUL PLACE TO DO BUSINESS" 
554 NORTH 17TH STREET 


PHILADELPHIA 30, PA. 


ATTEND YOUR 
STATE, REGIONAL 
AND NATIONAL 

MEETINGS 


STOP!! DON'T GAMBLE 
IMPROPER FORCE STRETCHING 
AND SEAM WEAKENING. 


STELLA'S STRETCH-ALL 


A LIQUID PREPARATION 
GUARANTEED TO STRETCH 
PERMANENTLY ANY SHOE MADE OF 
LEATHER, IN LENGTH OR WIDTH 


WILL NOT SPOT, SPLIT OR CRACK 
THE FINEST OF LEATHER. 


STELLA'S STRETCH-ALL 


Send Name and Address of Your 
Supplier for Free Sample. 


F. P. STELLA & SONS PRODUCTS 


NEW BUFFALO, MICH. 
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modern practitioners find 


MELASOL 3 


more effective for 


TINEA PEDIS 


« efficient an iepric 20d fungicide conrain- 
ing 40% Australian Te Tree Oil emulsified. This 
effective oil has a phenol coefficient of 11, but is 
non-irritating and non-poisonous. Widely used in 
Australian hospitals for various fungus or bacterial 
infections including athlete's foot. 

Send for clinical reports and prices today! 


METABOLIC PRODUCTS CORPORATION 
Little Bldg., Boston 16, Mass. 


Cal. Dist.—Pacific Products Service, Angwin, Calif. 


HELP CRIPPLED CHILDREN 


Crippled Children and Adults 
11 So. LaSalle Chicago 3 


FOOT TROUBLES PLAGUED 
AMERICAN PIONEERS, ACCORDING 
TO NEW BIOGRAPHY OF 
REVOLUTIONARY HERO 


Foot troubles and shoe troubles may tor- 
ment the modern American, but he is at 
least spared one foot agony which in fron- 
tier days was called “scald feet.” It made 
the wilderness travels of our pioneer an- 
cestors wretched circumstances. A biogra- 
phy of General George Rogers Clark, 
“Background to Glory,” describes this foot 
affection which came from traveling all 
day in wet moccasins. 

The new biography of General Clark 
takes the description of the disease from 
the hero’s own diary. Frequently on long 
journeys the feet were wet for several days. 
In describing “scald feet” Clark himself 
wrote, “The Skin seems to be hot on every 
part of our Feet . . . we travailed greater 
torment than I ever before or since ex- 
perienced.” 


TYLOMA OF THE GREAT TOE 


Chronic or acute Heloma, callous or vascular 
in nature, found on the inner side of great toe. 


A prosthesis from cast of condition gives last- 
ing comfort and in a greater percentage of cases 
a cure of that condition. 


Liquid Rubber Appliance Lab. 
489 High Street 


For that next case of 


Send casts 
to 


Newark 2, N. J. 
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MOOD ELEVATORS 
Contributions to this column are more than 
welcome. In fact it depends upon them. 


A.O.P. 


Girls Have Such Feet 
Joseph Kaselow in the N. Y. Herald- 
Tribune reports that the Dr. Scholl Com- 
pany received the following note from a 
Moscow foot sufferer: “I am interested very 
much in the method of correcting flat feet. 
Besides, there are a girl I know well who 
have such feet an I should like to help 
her. It’s of great importance to me. In 
heaven's name do it please.” 
M. V. S., Bridgeport, Conn. 


Charitable Thought 

Nothing is so gratifying to a wife as to 
see a double chin on her husband’s old 
flame. 


Random Thought 

Breathes there a man with soul so dead 
who has never turned his head and said: 
“Hmmm, Not bad’’? 


Parlez-vous Francais? 
At the Banquet the Gentleman was 


placed beside a young French miss with 
instructions to keep her entertained. Every 
time he said anything to her the miss 
replied, “oui, oui.” After she had said 
that two or three times the Gentleman 
pointed to a door and said, “Out there.” 
But the miss merely said again, “oui, oui.” 

The Gentleman turned to the man on 
his left. “What does this girl mean? All 
she says is ‘wee wee.” 

“That's French for ‘yes, yes, 
the man. 

“Shucks,” muttered the Gentleman, “I 
thought she wanted the Powder Room.” 


explained 


Desperate Plight 

When Mose’s wife had her twelfth child 
the doctor said, “Any more, Mose, will kill 
her.” 


BUTLER'S CHIROPODY 
SUPPLY CO. 


Western Specialists in the Finest 
All Nationally Advertised Equipment 


CHAIRS & STOOLS ULTRASONICS 


RELIANCE LINDQUIST 
RITTER BIRTCHER 
PAIDAR FISCHER 


INSTRUMENTS SUPPLIES 


CHIROPODY 
SURGICAL 


X-RAYS, WHIRLPOOLS, ALL MAKES 
Every foot balancer made 
to specific prescription. 


5541 York Bivd., Los Angeles, Calif. 
CLinton 5-3049 


1069 Market St., San Francisco 3, Calif. 
UNderhill 1-4551 


BUTLER'S 


“The House of Friendly Service" 
TERMS TO SUIT 


WRITE FOR PRICES AND DETAILS 


have tried 


Have You? 
LASTING MASSAGE 


For tired, aching feet; 
Athlete’s Foot; minor 
cuts, scratches, burns; 
sprains. Available 


through regular drug 
channels. 


NRB 41 (NRB 2367) 
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ADVERTISERS INDEX 


Metabolic Products Corporation 
Mowbray Company, The 
Musebeck Shoe Company 
Bergmann Laboratory Facing Inside Front Cover 
Bristol-Myers Co. 
Butler's Chiropody Supply Co. 
Dallek, Dr. A. 
Dome Chemicals, Inc. 
Dome Chemicals, Inc. 
Fay, Carl F. Estate 


NAC Agency, Inc., The Inside Back Cover 
Professional Printing Co., Inc. A22, 23, 24 
Region 3, Al0, 11 
Sanitex Electric Co., Inc. 

Stella, F. P. Sons Products 

S.S.S. Company 


Wallace & Tiernan, Inc. 
Footcare Products for Children (Maltbie Laboratories Div.) 


Posts Culteatien Westwood Pharmaceuticals .Inside Front Cover 


(Div. Foster-Milburn) 
Wilmot Castle Company 
Liquid Rubber Appliance Lab. Women's Auxiliary 
Liquid Rubber Appliance Laboratories ... 


LATEX AT ITS FINEST for 22 years, 


by constant research, now presents 


MICRO-SATIN BACTERIOSTATIC LATEX 


Exclusively at LRAL Waterloo at usual fee 


% Actively antiseptic latex ¥%& Reduces allergy potential 

% Self sterilizing in effect % Micro-satin wears longer 

% Mildew and fungi static %& Laboratory report on request 

¥% Self deodorizing ¥% 24-hour splints for orthodigita 
Special service to East and Far West 


WRITE FOR COPY OF LECTURE ON 24-HOUR SPLINTS 


NO OTHER LABORATORY HAS ANY CONNECTION WITH 
THE ORIGINAL LRAL WATERLOO 


Send Rx and casts to 
LIQUID RUBBER APPLIANCE LABORATORY 
8th Floor, National Building, Waterloo, lowa 
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“Doctah,” said Mose, “Ef she have any 
more I'll go out in the bahn and hang FA METATARSAL 
myself.” RUBBER BARS 


A year later the thirteenth came. True 
to his promise Mose went out to the barn. 
He climbed the ladder to the loft, placed 
a rope around his neck and prepared to 
jump. 

Some time later the doctor met him on 
the street. “Mose, I thought you were 
going to hang yourself if you had any more 


babies.” tyles 
and positioning chart. Order of your JOBBER. 
“Doctah,” said Mose, “Jes’ as I was about These Jobbers Will Supply You 


to jump a still small voice sez to me, Allied Susgien! Guasty, Lancaster, Pa. 
‘ C. H. Hittenberger, San Francisco 
Mose, 1S you shuah you got the right Chicago Medical Equipment Co., Chicago 
man?’ ” Chiropody Supply Headquarters, Chicago 

, Chiropody Supply Headquarters, New York 
Deer Products Co., Pittsburgh, Penn. 
Edward M. Smith, Garrison, New York 
When Jim looked at his friend’s passport General Chiropody Supply, Brooklyn, N. ¥. 
Julius Rothschild, Long Island, New York 
he said, “Boy! if you look like this you Katzenstein Professional Supply Corp., N. ¥. 
PA Pm Midwest Chiropody Supply, Ottumwa, Iowa 
need a vacation. National Medical Supply Co., Chicago 
Service Surgical Supply, Chicago, Ill. 
Surgical Supply Service, 


It was a bad theatre. The seats faced CARL F. FAY ESTATE 
the stage. 3025 Fernam St., Davenport, lowa 


Dramatic criticism by Joe E. Lewis 


There is NO one type of Foot Appliance 
that is BEST for ALL foot conditions 


For that reason we offer you a wide choice of materials and styles 
* ORLON LAMINATED PLASTICS 
* CELASTIC BI-PLANE BALANCERS 
* LEATHER BI-PLANE BALANCERS 
* FLEXIBLE LEVY MOULDS 
* SEMI-RIGID LEVY MOULDS 
* FLEXIBLE LEATHER APPLIANCES 
Write today for our illustrated catalogue 


ARCHCRAFT LABORATORIES 


Manufacturing Custom Foot Appliances 
1807 ARCH STREET PHILA. 3, PA. 
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S Corrects Posture 
— You can 
rotate foot 
k in or out. 
Arch Support! 
Prevents shoe 
shank breakage. 
Easy to attach to sole of shoe. Exercises feet. 
Five sizes. Rubber gives comfort. Doctor’s 


DEATHS REPORTED 


Dr. Nicholas V. Zuardo passed away on 
January 27, 1957... He is survived by his 
widow, Dr. Katherine Barbick. Dr. Zuardo 
was an active member of the California 
Association of Chiropodists for many years. 


CONVENTION DATES 
AND 
MEETING NOTICES 


ACCREDITED 
CHIROPODY 
COLLEGES 


California College of Chiropody 
1770 Eddy Street 
San Francisco, Calif. 


Chicago College of Chiropody 
1422 W. Monroe Street 
Chicago, Ill. 


Illinois College of Chiropody 
and Foot Surgery 


1327 North Clark Street 
Chicago, Ill. 


New York College of Podiatry 


53 East 124th Street 
New York, N. Y. 


Ohio College of Chiropody 


2057 Cornell Road 
Cleveland, Ohio 


Temple University, School of 
Chiropody 

1810 Spring Garden Street 

Philadelphia, Pa. 


1957 


NATIONAL ASSOCIATION OF CHIROPODISTS 


Chicago, III. 
August 14-21, 1957 
Drake Hotel 
REGION THREE 
Atlantic City, N. J. 
April 25-28, 1957 
Ambassador Hotel 
REGION SEVEN 
Portland, Oregon 
May 2-5, 1957 
Heathman Hotel 
REGION Six 
St. Louis, Mo. 
May 3-5, 1957 
Hotel Statler 
REGION TWELVE 
Western Chiropody Conference 
San Francisco, Cal. 
May 30-June 1, 1957 
Sheraton-Plaza Hotel 
SOUTHWESTERN CHIROPODY CONGRESS 
Houston, Texas 
June 13-15, 1957 
Shamrock-Hilton Hotel 
REGION EIGHT 
Montgomery, Ala. 
Sept. 6-8, 1957 
Whitley Hotel 
REGION ONE 
Boston, Mass. 
Sept. 13-15, 1957 
Sheraton Plaza Hotel 


PROFESSIONAL 
PRINTING COMPANY, INC 
NEW HYDE PARK, N Y 
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CLASSIFIED ADVERTISEMENTS 

Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. 

Commercial classified advertisements— 
minimum 30 words $10.00; 30 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 


FOR SALE: Reliance foot elevator chair, 
Reliance hand elevator chair, two stools, 
two full-size wood cabinets, mahogany; 
Castle sterilizer, mercury quartz generator 
with timer. All in excellent condition. 
Write 304, c/o National Association of 
Chiropodists, 3301 16th Street, N.W., Wash- 
ington, D. C. 


WANTED: Associateship with busy, 
well-established practitioner who is plan- 
ning retirement or relocation. I am mar- 
ried, licensed in New Jersey, Pennsylvania. 
Willing to relocate if conditions prove sat- 
isfactory after trial period. Write 306, 
c/o National Association of Chiropodists, 
3301 16th St., N.W., Washington 10, D. C. 


LIQUID LATEX 


Extra thick. You can thin it yourself to 
suit your needs. White or Green Colors. 
Write for sample with prices. 
W. WOOLEY & CO. 
1016-CH Donald St., Peoria, Illinois 


TACOUNT’ 


For Doctors.. 
Printing and Records/ 


PRINTING CO. INC 
NEW HYDE PARK, N.Y 


SANITEX 


ACCEPTED 
DIATHERMIES 
tow voir 
EFFICIENT 
DEPENDABLE QUALITY 


TEX ELECTRIC CO, INC. 
303 4TH AVE., NEW YORK CiTy 


WANTED: Used Ritter chair, stool, 
cabinet and operator's light (Castle, Pel- 
ton), good condition, prefer ivory. Give 
age, complete description, and price to 
Drs. Wagaman and Bruce, 301 Green 
Street, Fayetteville, North Carolina. 


FOR SALE: Chiropody practice estab- 
lished 12 years in El Paso, Texas. Come 
see this offer. Fast-growing city over 
200,000 with healthful climate. John H. 
Heiden, D.S.C., 418 Mills Building, El 
Paso, Texas. 


DOCWEISS—One-hour show, magic that 
is amazing, mind reading. Your thoughts 
revealed, blindfold mystery—using x-ray 
eyes, escapes as performed by Houdini. 
Circular available. 421 7th Avenue, New 
York City. 


FOR SALE OR TRADE: New Iille 
model 110 paraffin bath, $120.00 Old 
Schuster calf muscle stretcher, $15.00. Drs. 
Johnson & Johnson, Bass Building, Enid, 
Oklahoma. 


¥ DS’ Brooklyn 24, N. Y. 


4 No. 2471997 was 
granted 


BALTOR BRACELET 


3800 Poplar Ave. 


EVICES 
' FOR. STRAIGHTENING 


It will exercise the toes 
by holding them in side- 

, ways left-right stretch, 
lost in shoes. 


a wider toe- 

spread, facilitating the 
of healing 
fresh air. 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL N.A.C. 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the National 
Association of Chiropodists 
3301 16th St., N. W., 
Washington 10, D. C. 


Shia redhervent 
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Convenient 


to use 
Non-irritating 
SEND FOR SAMPLE 


THE MOWBRAY CO., WAVERLY, IOWA 


NEW YORK: FOR RENT: Large oper- 
ating room in established dental office. 
Own laboratory. Share anteroom (nurse's 
quarters) and waiting room. Busy busi- 
ness intersection. Phone Dr. Barton, 
LY 9-3148. Long Island community, 25 
mi. from city. 


FOR SALE: Ritter X-ray, stationary 
model, cream white, used one year. Like 
new. $575.00. Write 308, c/o National 
Association of Chiropodists, 3301 16th 
Street, N.W., Washington 10, D. C. 


WHY SLAVE to build a practice? Save 
your strength. Lucrative practice for sale 
in upper Manhattan. Fine equipment. Low 
overhead. Desire to leave city. Write 310, 
c/o National Association of Chiropodists, 
3301 16th St., N.W., Washington, D. C. 


PROFESSIONAL PADS 


You can change your habit of cutting 
pads by hand. 

All pads are fessional in appearance. 
Adhesive bac with a quick removable 
ng. Anything from a thin Hi 
pad to a Thick Met Pad, in Felt—Moleskin 

—Foam—1/32” to %4”. 
Mail $2.00 for complete assortment. 
Literature and cuts of all pads included. 
Money refunded if not satisfactory. 


DR. A. DALLEK, Chiropodist 
790 East Tremont Ave. 
Bronx 60, N. Y¥. 


P-6 for chronic athlete's foot for topical 
application, positive results for recurrent 
cases. P-7 to reduce pain and swelling for 
topical application. Order Box 312, 
c/o National Association of Chiropodists, 
ge 16th Street, N.W., Washington 10, 
D. C. 


FOR SALE: A fine practice in a choice 
section of Connecticut. Select clientele 
and location. Opening new practice out 
of state. Write 302, c/o National Associa- 
tion of Chiropodists, 3301 16th Street, N.W., 
Washington 10, D. C. 


Let An Educational Pamphlet 
Tell The Patient 
His Foot Story 


FOOT FACTS 
Publications 


P.O. BOX 985 
MIAMI BEACH 39, FLORIDA 
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For Members of 


National Association of Chiropodists 
NEW ESSENTIAL PROTECTION 


$9,000.00 Major Catastrophic 
HOSPITAL INSURANCE 


PAYS YOUR BILLS WHILE HOSPITAL CONFINED UP 
TO $5,000.00 FOR EACH ACCIDENT AND SICKNESS IN 
EXCESS OF THE DEDUCTIBLE AMOUNT WHICH IS 
EXCLUDED FROM COVERAGE. 


® Daily Hospital room and board 
Miscellaneous Hospital Expenses 


® Doctors’ calls at the rate of one 
visit per day up to a maximum 


of $10.00 per visit. 


The following are not 
covered: 

Pregnancy, childbirth 
or miscarriage 

Mental Disorders 

War or any act of War 
Any military service 
Losses covered by 
Workmen’s Compensa- 
tion or Occupational 
Disease Law 

© Treatment in Federal 
Hospitals 


(Your choice of $300.00 or $500.00 deductible Plans) 


Including: 


© 75% of Nurses’ fees in hospital 
® Surgeons’ fees from $5.00 to 
$500.00 for 
according to schedule. Amount 
paid varies commensurate with 


operations 


the severity of the operation. 


5 Special Features of this New Plan 


® All covered expenses incurred within two years 
of the first hospital confinement for any illness 
or injury are covered up to $5,000.00, above 
the deductible of your choice. 


® No restriction as to type or cost of daily 
hospital room and board. 


® YOU choose the hospital — the doctor YOU 


want. 


® Covers you anywhere in the world. 


®@ Hospital “extras” not limited to any set 


amounts. 


Underwritten by THE UNITED STATES LIFE INSURANCE COMPANY 


Administered by 


THE NAC AGENCY, Inc. 


35 Market Street 


Poughkeepsie, N. Y. 
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When the problem is rheumatic or arthritic pain, Min1t-Rus® 
brings comfortable relaxation the easy, greaseless way. This 
counterirritant heat is an excellent adjunct to systemic 
arthritic therapy. 


The week-end enthusiast who sporadically overworks his mus- 
cles needs help fast. Mrn1t-Rus brings deep, warming relief. 


For colds, Minit-Rus applied to the chest relieves soreness 
and congestion; inhaled it reduces stuffiness. 


On “footsore” days, a little Minit-Rus briskly applied to 
insteps and arches is bracing to tired feet. 


Bristol-Myers Co.,19 West 50 Street, N.Y. 20,N.Y. 


| 
Lee 
e aern 
seless 
\grea 
y 3 
{ 
MINIT-RUB 
} 
a 
Z pa 
NK 
\ 


ie: 
: 
3 
4 
Bis: 
_ 
2 
4 


